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FOREWARD 


The  problems  faced  in  serving  the  multi-handicapped 
blind  client  are  many  and  complex.   The  Institute  was  designed 
to  crystallize  and  review  some  of  their  problems  and  current 
projects  in  the  hope  that  some  new  solutions  might  be  found. 
It  was  also  hoped  to  increase  the  effectiveness  of  the  total 
rehabilitation  process  for  these  clients  through  clarifying 
and  strengthening  the  relationships  between  public  and  private 
agencies  dedicated  to  the  betterment  of  human  welfare. 

The  editor  wishes  to  express  his  appreciation  for  the 
invaluable  assistance  given  to  him  by  the  following  people: 
Mr.  Henry  Williams,  Dr.  Myrtle  L.  Vogelson,  Dr.  Ernest  Bergauer 
and  Dr.  Salvatore  Di Michael.   Our  thanks  go  also  to  the 
Vocational  Rehabilitation  Administration  and  to  Hunter  College 
for  acting  as  co-sponsors  of  the  Institute. 
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PREFACE 
For  many  past  years,  rehabilitation  workers  have  felt 
that  the  handicap  of  blindness  was  itself  a  formidable  one 
to  overcome.  The  seeming  magnitude  of  the  work  appeared 
overwhelming,  so  much  so  that  additional  handicaps  practically 
ruled  out  most  people  from  rehabilitation  services.  This 
general  situation  in  past  years  arose  from  many  obstacles: 
the  adverse  attitudes  of  society,  the  lack  of  training  and 
adjustment  facilities,  the  difficulty  in  finding  suitable 
employment,  and  the  capacity  of  the  existing  agencies  to  cope 
with  the  manifold  problems. 

The  progress  of  rehabilitation  has  been  considerably 
accelerated  by  recent  research  projects,  a  more  effective 
program  of  public  information  and  training  institutes.   The 
cumulative  effects  have  created  not  only  a  challenge  but 
a  desire  to  serve  the  multi-handicapped.   This  desire  to 
be  translated  into  knowledge  and  skills.   In  this  publication 
appear  the  results  of  a  training  conference  which  bring 
together  knowledge  as  sound  as  modern  experience  permits. 
We  are  grateful  to  the  fine  faculty  which  came  together  to 
help  us  in  adding  to  our  knowledge.   The  reader  will  be  able 
to  see  for  himself  the  high  quality  of  the  presentations. 

It  became  clear  to  me  some  years  ago,  when  I  was  dealing 
with  people  who  were  handicapped  by  mental  retardation  as  well 
as  blindness,  that  such  a  multi -handicap  was  baffling  to 
specialists  in  each  of  the  fields.   To  meet  the  problem 
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Preface  -  Continued 

effectively,  the  "one -handicap"  specialists  had  to  learn 
from  each  other;  the  pooled  experience  required  time  and 
trial  before  it  could  be  put  to  optimistic  use.   I  saw  that 
people  with  multi-handicaps  had  to  be  served  by  professional 
workers  who  went  beyond  the  usual  boundaries  of  specialization. 
In  a  real  sense,  serving  the  multi -handicapped  required  the 
very  highest  degree  of  possible  competency. 

Another  point  I  perceived  is  that  the  specialist  in 
one  disability  area  has  to  learn  more  deeply  the  skill  of 
dealing  with  the  tjhole  person.   To  do  so,  the  highest 
application  of  the  art  of  effective  teamwork  is  essential. 
The  specialists  have  to  contribute  their  skills  and  learn 
to  synthesize  all  facts  and  opinions  in  the  creative  quest  to 
help  one  person  with  many  handicaps.   The  correlation  of 
services  is  imperative  to  bring  about  a  unified  program  for 
each  person. 

The  Vocational  Rehabilitation  Administration  is  indebted 
to  Hunter  College  for  its  avid  co-sponsorship  of  the  Institute. 
Special  commendation  must  be  voiced  for  Dr.  Marvin  R.  Wayne, 
Coordinator  of  the  Rehabilitation  Counseling  Program  at 
Hunter  College,  and  Mr.  Henry  Williams,  Assistant  Regional 
Representative  of  our  office.   The  appearance  of  these  proceeding 
and  the  help  it  will  give  professional  workers  in  serving 
many  more  people  with  multi -handicaps  will  be  their  reward. 

Salvatoro  G.  DiMichael,  Ph.D. 
Regional  Assistant  Commiss loner  ••  .  ;■ 
Vocational  Rehabilitation  Administration 
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INTRODUCTION 

A  three  and  one  half  day  Institute  on  the  Rehabilitation 
of  the  Multi-Handicapped  Blind  client  was  co-sponsored  by 
Hunter  College  of  the  City  University  of  New  York  and  the 
Vocational  Rehabilitation  Administration  on  May  16-19,  1967. 
The  Institute  was  held  at  the  Holiday  Inn  in  New  York  City. 
Approximately  80  professional  personnel  working  in  the  area 
of  the  rehabilitation  of  the  multi-handicapped  blind  attended 
one  or  more  of  the  sessions.   The  range  of  the  professional 
activities  and  the  geographical  distribution  of  the  participants 
is  shown  in  Exhibit  A  (p.  57)*   0ne  of  tne  valuable  features 
of  the  Institute  was  the  opportunity  for  the  participants  to 
benefit  from  the  interaction  among  the  different  professional 
identifications  and  agency  responsibilities  represented  by 
the  persons  attending. 

The  content  of  the  Institute  was  determined  after  a 
series  of  discussions  by  an  advisory  council  meeting  specifi- 
cally for  this  purpose.   Suggestions  were  also  solicited  from 
individuals  throughout  Region  II  and  neighboring  areas  who 
worked  in  the  area  of  rehabilitation.   The  basic  goals  of  the 
Institute  were  to  (1)  identify  and  disseminate  the  research 
and  demonstration  projects  currently  carried  out  in  the 
rehabilitation  of  the  multi -handicapped  blind  client,  (2)  to 
discover  new  methods  and  techniques  in  serving  this  population, 
and  (3)  to  develop  attitudinal  changes  among  these  counselors 
that  would  enhance  the  rehabilitation  potential  of  their 
multi -handicapped  blind  clients. 
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2 
Introduction  -  Continued 

The  Institute  was  organized  to  include  the  following 

broad  content  areas: 

1.  How  do  we  define,  identify  and  locate 
the  multi-handicapped  blind? 

2.  What  are  the  current  and  future  rehabilitation 
and  community  needs  for  the  multi-handicapped 
blind? 

3.  How  can  we  develop  employment  opportunities 
for  the  multi-handicapped  blind? 

}±,  What  techniques  are  in  use  and  how  can  we 
develop  new  ones  in  counseling  the  multi- 
handicapped  blind? 

5.  What  are  the  independent  living  needs  for 
the  multi-handicapped  blind? 

The  format  of  the  Institute  is  shown  in  Exhibit  B  (p.  66) 
which  indicates  the  time  sequence  and  broad  areas  involved 
in  each  of  the  program  sessions.   The  faculty  for  the  Institute 
shown  in  Exhibit  D  (p.  70  )  were  selected  from  representatives 
of  public,  private  and  educational  institutions  and  agencies 
dealing  with  services  for  this  disabled  population.   The  range 
of  interests  represented  by  the  faculty  and  their  concern 
for  improving  techniques  and  philosophy  in  this  important  area 
were  clearly  demonstrated  by  their  active  involvement  in 
their  respective  programs. 
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REPORT  OF  THE  INSTITUTE 

The  program,  as  seen  in  Exhibit  B,  (p.66),  began  with 
welcoming  remarks  from  Professor  Marvin  R.  Wayne,  the  Institute 
director  and  Mr.  Henry  Williams,  Assistant  Regional  Representative 
of  the  Region  II  Vocational  Rehabilitation  Administration  office. 
The  program,  following  the  banquet,  consisted  of  an  address  by 
Professor  Isidor  Chein,  well  known  social  psychologist  from 
New  York  University.   The  next  two  days  were  spent  listening 
to  discussants  describing  current  and  on-going  programs  daaling 
with  the  multi-handicapped  blind.   These  morning  programs  were 
followed  in  the  afternoon  by  small  workshop  sessions.   On  Friday, 
the  concluding  sessions  consisted  of  a  report  by  Mary  K.  Bauman 
describing  the  research  already  done  and  currently  in  process 
with  the  mult i -handicapped  blind,  and,  a  summary  of  the  Institute 
by  Mr.  Williams  and  Dr.  Salvatore  DiMichael,  Assistant  Regional 
Commissioner  of  Region  II,  Vocational  Rehabilitation  Administratis 

The  following  pages  will  therefore  consist  of: 

A.  The  available  speeches  or  summaries  of 
the  participating  faculty. 

B.  Major  pointa  covered  in  the  small  workshop 
groups . 

C.  The  summary  of  the  Institute. 
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A  -  SPEECHES  OR  SUMMARIES  OF  PARTICIPATING  FACULTY        Hj. 

Dr.  Isidor  Clio  in 
Professor  of  Psychology 
New  York  University 
New  York,  New  York 

SUMMARY  OF  PRESENTATION 

If  a  person  had  to  react  to  every  thing  and  event  that  he 
encounters  as  something  unique,  he  would  be  unable  to  function. 
He  could  not,  for  instance,  benefit  from  past  experience.   To 
function,  he  must  simplify  his  world  by  --  among  other  things  -- 
assigning  events  to  classes  such  that,  for  many  purposes,  any 
member  of  a  class  is  interchangeable  with  many  others. 

If  the  class  is  a  purely  intellectual  one  --  that  is,  if 
the  person  has  no  consistent  emotional  or  motivational  investment 
in  it  --  we  speak  of  concepts;  and,  when  we  refer  to  a  person's 
notions  about  the  properties  of  the  class  members,  we  speak  about 
beliefs  and  opinions.   When  a  person  is,  however,  emotionally 
and  motivationally  involved  in  relation  to  the  class,  we  speak 
of  attitudes.   An  attitude  thus  has  cognitive,  effective  and 
conative  aspects. 

Because  a  person's  motivational  involvement  typically  goes 
beyond  what  he  himself  is  motivated  to  do  with  regard  to  the 
class  members  --  the  objects  of  the  attitude  --  we  speak  of  the 
conative  aspect  of  an  attitude  as  the  "policy  orientation"  aspect. 
That  is,  a  person  may  favor  certain  actions  with  respect  to  the 
attitudinal  objects,  and  disfavor  others,  without  himself  feeling 
impelled  to  carry  out  or  to  refrain  from  such  actions.   Thus, 
contrary  to  certain  usages  of  the  term,  an  attitude  is  to  be 
distinguished  from  behavior.   In  terms  of  what  a  person  actually 
does  with  reference  to  the  object  of  an  attitude,  there  are  often 
situational  and  other  determinants  of  behavior  that  overcome 
a  person's  policy  orientation.   Thus,  it  may  be  more  important 
to  a  person  to  avoid  a  scene  than  to  carry  out  his  policy  orienta- 
tion; and,  in  direct  confrontation  with  a  human  attitudinal  object, 
it  may  be  difficult  for  a  person  to  continue  to  respond  to  the 
object  solely  in  terms  of  the  latter 's  class  membership  character. 
(See  classical  study  by  La  Piere,  and  many  others.)   On  the  other 
hand,  the  functional  context  of  the  interaction  may  be  such  as  to 
lower  the  saliency  of  the  kinds  of  characteristics  that  permit 
the  recognition  of  an  object  as  a  class  member.   Thus,  many  whites 
(who  had  been  noted  to  make  a  purchase  from  a  Negro  salesgirl  in 
a  department  store)  advocated,  a  bare  half -hour  later,  the  non- 
hiring  of  Negro  sales  personnel,  said  they  would  not  buy  from 
one,  and  denied  ever  having  done  so.   (See  studies  by  Saenger 
and  others. ) 
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Dr*  Isidor  Che  in  -  Continued 

Despite  the  frequent  discrepancy  between  attitudes  and 
behavior,  attitudes  are  functional  --  and,  hence,  resistant  to 
change  --  in  that  they  help  a  person  to  structure  his  world. 

Any  complex  object  is  simultaneously  an  exemplar  of  many 
concepts.   Thus,  a  person  may  be  perceived  as  a  member  of  the 
class  of  bipeds,  a  male  or  female,  a  member  of  a  given  racial 
group,  of  a  particular  religious  group,  of  a  particular  social 
class,  geographic  origin,  etc.   The  classes  relevant  to  a  given 
attitude  may  be  defined  in  terms  of  the  logical  sum  or  the  logical 
product  of  a  number  of  such  classes,  and  the  boundaries  of  the 
attitudinal  class  may  be  more  or  less  sharply  or  vaguely  defined. 
Moreover,  i-Jhen  a  person  generalizes  about  the  members  of  an 
attitudinal  class,  there  typically  are  implicit  exclusions  —  and 
it  is  generally  not  clear  what  the  exclusions  are.   Thus,  a  person 
talking  about  the  characteristics  of  (or  of  his  policy  orientation 
towards)  Negroes  may  be  actually  talking  about  lower  class  Negro 
male s  who  are  not  infants  and  not  aged. 

There  is  evidence  that  certain  attitudinal  groups  are  formed 
on  the  basis  of  familiarity  and  social  status.  Thus  similar 
be7.ierss  feelings,  and  policy  orientations  may  run  across  and  be 
expressed  toward  minority  racial,  religious,  and  ethnic  groups, 
females,  the  physically  handicapped,  and  even  non-existent  groups 
referred  to  by  fictitious  names  (e.g.,  Danireans).   The  structure 
and  organization  of  attitudes  is  thus  exceedingly  complex. 

On  the  cognitive  side,  certain  kinds  of  information  about 
the  extraordinary  accomplishments  of  a  George  Washington  Carver 
are  easily  warded  off  as  bearing  on  an  attitude  toward  Negroes 
because  of  their  manifestly  exceptional  character.   On  the  other 
hand,  the  development  of  a  general  field-theoretical  orientation 
(e.g. s    that  the  properties  of  things  are  not  inherent  in  the 
things  themselves  but  in  the  interrelations  among  things)  may  be 
far  more  critical. 

Certain  common  beliefs  (which  also  bear  on  affects  and 
motives   concerning  the  physically  handicapped  (and,  for  that 
matter,  any  groups  of  inferior  social  status)  are  rarely  made 
explicit  but  are  imbedded  in  more  profound,  often  unconscious, 
attitudes.   Thus  the  notion  that  disability  is  a  punishment 
(and,  therefore,  the  disabled  person  must  be  evil  and  dangerous 
to  have  merited  such  punishment)  or  an  unjust  punishment  (and, 
therefore,  the  disabled  person  must  be  feared  because  he  will  be 
seeking  to  balance  the  injustice  by  hook  or  by  crook)*   Similarly, 
the  disabilities  of  others  --  if  relatively  exceptional  --  serve 
as  reminders  of  one's  own  vulnerability  and  activate  neurotic 
anxieties,  particularly  those  that  bear  on  castration  anxieties 
and  the  talion  law.   Specifically  relevant  to  attitudes  to  the 
blind,  Siller  has  noted  an  often  reported  difficulty  in  communi- 
cation. Normally  sighted  individuals  look  for  feedback  from  the 


c 


:.. 


...    ( 


IG' 


O.L 


.U  ' 


.  '.i 


r::    i;io 


Dr.  Isidor  Che in  -  Continued 

eyes  of  the  listener.   The  absence  of  such  feedback  generates  a 
feeling  of  talking  to  a  mask,  and  this,  in  turn,  evokes  the  fear 
(chronic  in  an  achievement  oriented  society)  of  exposing  one's 
own  ineptness. 

The  most  intensive  studies  of  attitudes  toward  the  blind  hav^ 
been  carried  out  by  Jerome  Siller  of  New  York  University,  as  part 
of  a  more  general  study  that  also  included  attitudes  toward  ampute 
and  toward  individuals  suffering  from  serious  cosmetic  defects. 
Attitude  items  referring  to  one  or  another  of  the  three  disability 
groups  were  collected  and  combined  in  a  lengthy  questionnaire. 
Responses  to  items  were  intercorrelated  and  the  resulting  corre- 
lation matrix  was  factor  analyzed.   Seven  factors  were  identified 
that  tend  to  cut  across  the  types  of  disability  —  that  is,  a 
respondent  would  tend  to  answer  similar  items  referring  to  the 
different  disabilities  in  the  same  way,  but  to  answer  different 
kinds  of  items  (regardless  of  the  disability  referred  to)  in 
different  ways.  The  factors  were: 

1.  Interaction  strain:   The  respondent  expresses  feelings 
of  uneasiness,  discomfort,  embarrassment  when  in  the 
presence  of  the  attitudinal  object  and  a  preference 
for  the  avoidance  of  contact. 

2.  Rejection  of  intimacy:   Unwillingness  to  engage  in 
contact  (e.g.,  dating,  falling  in  love  with,  marrying) 
and  preference  of  having  no  children  at  all  rather 
than  having  one  who  suffers  from  the  disability. 

3.  Generalized  rejection   ( scapegoat ing,  stereotyping  and 
rationalization) :   Characterizing  the  disabled  as 
"mean  and  nasty,"  "unpredictable,"  "irritable,"  etc. 

1+.   Authoritarian  virtuousness:   Attribution  of  special 
gifts,  closeness  to  the  really  important  things  of 
life,  refinement  of  character  through  suffering. 

5.  Inferred  emotional  consequences  (sterotyping  rationalized 
as  unfortunate  consequences):   Handicapped  persons  de- 
scribed as  maladjusted,  self -pitying,  hypersensitive, 
angry,  using  disability  to  exploit  others,  humiliatingly 
dependent  but  unwilling  to  accept  help. 

6.  Distressed  identification  (horrified  fascination): 
Strong  anxiety  about  one's  own  vulnerability,  arousing 
curiosity,  pity,  and  sickish  feeling  in  stomach, 

7.  Imputed  functional  limitations:  Expectations  about 
handicapped  ability  to  function  in  a  normal  environment 
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Dr.  Isidor  Che in  -  Continued 

These  seven  factors  are  orthogonal.   Scales  based  on  items 
with  high  loadings  in  each  of  the  factors,  however,  show  moderate 
intercorrelations .   One  common  factor  runs  through  these  scales, 
a  net  f avorableness  unfavorableness  dimension. 

In  efforts  to  influence  attitudes  toward  the  handicapped, 
apart  from  the  bearing  of  a  better  understanding  of  the  attitude 
structure,  the  most  important  lea6  comes  from  studies  related  to 
other  kinds  of  prejudice.   The  relatively  loose  tie  between 
policy  orientation  and  actual  behavior  implies  that  it  is  possible 
to  change  behavior  without  first  changing  attitudes.   The  changed 
behavior  pattern  itself  serves  as  a  base  for  changing  attitudes. 
A  limiting  condition,  however,  is  that  in  behavioral  interaction 
the  defining  attributes  of  the  class  of  attitudinal  objects  becomes 
less  salient.   The  particular  individuals  with  whom  these  inter- 
actions take  place  thus  tend  to  become  exempted  from  the  class 
membership;  the  net  effect  on  the  attitude,  as  such,  is  consequently 
minimized. 
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Arthur  E.  Gillman,  M.D. 

Director 

Psychiatric  Clinic 

The  Jewish  Guild  for  the  Blind 

New  York,  New  York 

THE  PSYCHOLOGY  OF  THE  MULTIPLY-HANDICAPPED  BLIND 
(Summary  of  a  presentation  made  at  the  Institute  on 
Rehabilitation  of  the  Multiply-Handicapped  Blind,  May  17,  1967 
Sponsored  by  Hunter  College  and  the  Vocational  Rehabilitation 

Administration) 


The  multiply-handicapped  blind  are  a  difficult  group  to 
characterize,  as  the  combinations  and  permutations  of  deficit 
are  so  great „   Multiply-handicapped  means  the  presence  of  more 
than  one  handicap,  any  one  of  which  would  represent  a  serious 
disabling  condition.   One  group  of  multiply-handicapped 
individuals  --  the  blind  retarded  group  —  will  be  used  as  an 
example  of  the  psychological  phenomena  that  can  be  observed  in 
the  wider  group  of  multiply-handicapped  individuals. 

As  Director  of  the  Psychiatric  Clinic  of  The  Jewish  Guild 
for  the  Blind  and  Consultant  to  the  New  York  Association  for 
the  Blind,  I  have  worked  with  children  and  adolescents  born 
between  19I+5  and  195U-  wn°  were  legally  blind  and,  in  addition, 
demonstrated  deficits  in  the  ability  to  learn  and  to  adapt  to 
their  environment.   These  children  had  been  born  prematurely 
and  were  placed  in  incubators,  where  the  atmosphere  contained 
more  than  50%   of  oxygen  by  volume.   The  bondition  known  as 
retrolental  fibroplasia  developed,  resulting  in  visual  impairment, 
These  children  spent  their  first  few  weeks  of  life  in  incubators 
and  had  varying  degrees  of  impaired  vision,  observable  during 
the  first  six  months  of  life. 

Such  children  have  posed  serious  difficulties  over  the 
years  to  those  professionals  who  would  attempt  to  help  them. 
Changes  in  diagnostic  thinking  regarding  them  have  occurred 
over  the  past  ten  years.   This  can  be  illustrated  by  mentioning 
the  titles  of  articles  describing  this  group.   In  the  late 
1950* s,  they  were  referred  to  as  'autistic."   In  the  beginning 
of  this  decade,  they  were  simply  'multiply-handicapped. "'   Most 
recently,  they  are  seen  as  "a  dyad  of  mental  retardation  and 
blindness. :t 

The  children's  difficulties  in  learning  and  their  disturbed 
behavior  were  first  seen  as  a  derivative  of  maladaptive  inter- 
action between  the  mother  and  the  child.   With  time,  greater 
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Arthur  E.  Gillman,  M.D.  -  Continued 

stress  and  importance  were  laid  on  intellectual  and  cognitive 
impairments  as  determinants  of  the  children's  behavior.   Our 
difficulties  in  diagnosis  of  this  particular  group  of  children 
are  related  to  the  fact  that  the  guidelines  that  were  brought 
from  our  work  with  less  handicapped  individuals  did  not  seem  to 
apply  to  this  particular  group  of  multiply-handicapped  blind 
children.   The  handicaps  did  not  simply  summate  in  effect,  but 
seemed  to  have  a  synergistic  effect.   The  resulting  disability 
was  much  greater  than  either  one  or  the  other  of  the  handicaps 
might  cause  if  they  had  existed  alone.   It  is  this  phenomenon 
which  made  working  with  this  group  difficult. 

Prior  to  1914-5?  services  had  been  episodic.   In  19lj-5»  agencies 
for  the  blind  were  confronted  with  a  number  of  babies  suffering 
from  retrolental  fibroplasia.   The  agencies  responded  with  devot- 
ion, energy  and  enthusiasm  to  develop  programs  to  meet  this 
problem.   These  children  are  now  adolescents  between  II4.  and  20 
years  of  age.   They  were  born  prematurely,  have  had  visual  impair- 
ment from  birth,  and  are  all  now  classified  legally  blind.   The 
members  of  this  group,  in  addition,  have  usually  been  clients  of 
agencies  for  the  blind  since  their  nursery  school  days  and  have 
been  unable  to  function  in  the  usual  school  settings,  due  to 
their  impaired  intellectual,  impaired  cognitive  functioning. 
These  multiple  handicaps  —  visual  and  intellectual  --  have  had 
serious  effects  on  the  total  personality  of  the  individuals. 

There  are  three  aspects  of  personality  assessment  which  are 
of  the  greatest  importance  to  the  rehabilitation  counselor  in  his 
working  with  his  client  toward  the  goal  of  a  useful  work  and 
life  situation  for  the  individual.   They  are  the  energy  levels 
of  the  individual,  his  feeling  state,  and  his  intellectual  develop 
ment. 

The  multiply-handicapped  adolescent  youngsters  whom  I  have 
seen  are  characterized  by  a  predominance  of  passive  behavior.   It 
is  in  marked  contrast  to  the  enthusiastic  energy  and  drive  dis- 
played by  the  more  usual  teen-ager.   It  is  a  phenomenon  that  can 
be  observed  in  different  areas.  Although  some  of  our  damaged 
youngsters  have  stereotyped  mannerisms  which  seem  to  consume  a 
great  deal  of  energy,  their  activities  are  not  directed  toward 
problem-solving,  but  is  rather  an  aimless  discharge  of  energy. 
The  multiply-handicapped  youngster  is  passive  in  the  expression 
of  his  own  will  or  volition.   He  readily  accepts  his  counselor's 
and  his  parents*  direction  and  participates  only  briefly  in 
dec is ion- making  regarding  his  own  life  situation.   Contrast  this 
with  the  usual  teen-ager's  rebellious,  outspoken  stand  regarding 
his  own  self.   Passive  behavior  can  be  seen  in  diminished  explor- 
atory behavior  and  a  reluctance  to  move  about  and  search  freely. 
It  is  noted  in  a  diminished  drive  for  autonomy  and  in  a  diminishes 
need  to  identify  himself  as  a  unique  individual.   Passive 
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behavior  is  noted  in  the  diminished  motivation  to  achieve  seen 
in  these  individuals.   From  another  viewpoint,  it  may  be  seen 
as  an  aspect  of  their  self-centered  attitudes.   This  passive 
behavior  affects  other  psychological  functions;   for  instance., 
if  there  is  a  diminished  energy  level,  intellectual  functioning 
may  be  affected,  resulting  in  diminished  curiosity. 

The  congenitally  blind  individual  demonstrates  a  dampening 
of  his  emotional  responses.   To  the  observer,  it  seems  as  if  the 
extremes  of  emotional  response  are  not  felt.   Joy  and  pleasure 
seem  to  be  muted,  as  do  feelings  of  hostility  and  anger.   A 
stolid  feeling,  a  depressed  air,  is  often  the  pervading  atmosphere 
of  the  multiply-handicapped  youngster.   These  modifications  of 
the  feeling  state  of  such  individuals  are  important  in  rehabili- 
tation efforts  because  of  their  relationship  to  enthusiasm. 
Also,  the  feelings  of  satisfaction,  joy,  pleasure  that  one 
experiences  as  a  reward  for  a  job  well  done  may  be  affectod,  thus 
affecting  the  individuals  ability  to  work  and  gain  satisfaction 
from  his  achievements. 

There  is  a  diminished  capacity  for  empathic  relationships 
among  these  congenitally  blind  children.   This  diminished 
capacity  for  empathy  makes  it  difficult  for  the  blind  adolescent 
to  appreciate  the  effects  of  his  behavior  on  others.   This, 
then,  is  an  important  deficit  in  the  development  of  social 
competence. 

The  impairments  in  perceptual  processes,  intellectual 
capacities,  and  conceptual  activities  are  varied.   Out  of  the 
many  areas  that  can  be  described,  I  would  like  to  mention  only 
three.   Memory  in  these  children  may  be  selective.   We  have 
found  individuals  whose  ability  to  learn  geographic  location 
is  extraordinary.   Other  individuals  find  great  difficulty  in 
ever  being  able  to  localize  themselves  in  space  but  show  keen 
abilities  with  arithmetic  computation.   We  have  found  that  the 
memory  function  in  our  children  varies  widely  and  may  vary 
within  the  individual  himself,  the  individual  having  greater 
abilities  in  some  areas  of  functioning  than  in  others.   We  have 
found  individuals  with  great  verbal  facility  but  lacking  in  the 
conceptual  abilities  to  use  the  verbal  concepts  they  spoke  so 
easily.   The  gap  between  the  ability  to  learn  words  and  to 
conceptualize  their  meaning  was  great.   Within  this  group  of 
multiply-handicapped  individuals,  we  have  found  that  the  concepts 
related  to  language  disturbance  and  communication  disorder  have 
been  particularly  helpful  in  understanding  some  of  the  intellect- 
ual deficit. 

These  children  have  demonstrated  from  their  earliest  days 
in  understanding  their  position  in  space  and  of  seeming  distortion; 
in  their  body  image.   This  has  led  to  an  increasing  importance 
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and  emphasis  in  our  thinking  regarding  the  importance  of 
physical  education.   It  is  our  impression  that  some  of  the 
awkwardness  and  stereotyped  mannerisms  that  have  been  noted  in 
this  particular  group  are  related  to  deficits  in  this  group. 

In  summary,  three  areas  pertinent  to  the  psychological 
assessment  that  the  vocational  rehabilitation  counselor  considers 
in  working  with  his  client  have  been  described.   They  are  the 
level  of  energy  of  the  individuals,  their  feeling  state,  and 
cognitive  functioning. 


EDITORS  NOTE:   In  this  paper  and  others  to  follow,  the 

term  "multiple  or  multiply  handicapped"  is 
used.   This  term  is  used  in  the  same  context 
as  "mult i -handicapped",  the  term  used  by 
the  editor  and  the  advisory  committee. 
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Feme  K.  Root,  Director 

Program  Development  Division 

American  Foundation  for  the  Blind,  Inc. 

15  West  16th  Street 

New  York,  New  York 

PROBLEMS  IN  THE  EDUCATION  OF  THE  MULTIPLY 

HANDICAPPED  BLIND  CHILDREN  AND  YOUTH 


I.  Evaluation  of  Problems  Relating  to  Multiple  Handicaps 

1.  Since  the  total  field  of  special  education 

is  still  relatively  new,  specialists  are  still 
developing  teaching  methods  and  materials  for 
children  and  youth  who  have  clearly  identified 
mental  or  physical  handicaps.  Neither  practitioners 
nor  university  teacher  preparation  specialists  are 
yet  prepared  to  approach  the  problems  of  teaching 
multiply  handicapped  students  with  confidence. 

2.  In  combination  with  the  above  historical  factors, 
the  difficulty  of  arriving  at  sound  diagnosis  or 
evaluation  which  has  educational  relevance  is  by 
no  means  resolved.   It  is  too  often  assumed  that 
a  medical  dia^osis  or  description  of  the  handi- 
capping conditions  is  sufficient  basis  for  the 
development  of  an  educational  program.   Special 
education  teachers  generally  feel  inadequate  in 
evaluating  their  students  and  too  few  programs 
utilize  medical,  psychological  and  educational 
reports  in  coordinated  fashion  for  the  planning 
of  sequential  programs  for  individual  students. 

3.  As  a  result  of  the  short  history  of  special 
education,  the  healthy  but  confusing  controversies 
over  methods  and  materials  and  the  shortage  of 
qualified  personnel  very  often  result  in  a  gross 
under-estimation  of  the  potential  of  multiply 
handicapped  blind  students. 

II.  Areas  for  Special  Emphasis  in  Curriculum  for  Multiply 
Handicapped  Youth 

1.  Daily  living  and  orientation  and  mobility  skills. 

2.  Concept  formation  --  lack  of  first  hand  experience 
with  real  objects  and  situations  may  result  in 
inadequate  concepts. 

3.  Vocational  education  --  this  is  a  crisis  area  for 
all  students  and  is  particularly  acute  for  multiply 
handicapped  students  who  are  visually  handicapped. 
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III.  Man  Power  Shortage 

1.  There  is  a  critical  shortage  of  trained  personnel 
in  all  of  the  helping  professions.   It  is  imperative 
that  each  of  these  professions  define  roles, 
establish  professional  standards  and  delineate 
various  levels  of  competence.  For  example,  a 

unit  for  multiply  handicapped  youth  may  require 
one  master  teacher,  two  beginning  teachers  and  one 
or  more  teacher  aids.   It  is  obvious  that  the  role 
of  the  master  teacher  requires  clear  definition  aid 
that  adequate  compensation  and  time  allowances 
be  made. 

2.  There  is  a  pronounced  need  for  research  and 
experimentation  in  developing  teacher  preparation 
sequences  for  teachers  of  multiply  handicapped 
children.   Course  work  in  two  separate  special 
educational  areas  does  not  necessarily  prepare 

a  teacher  to  work  with  children  having  both  of 
these  handicaps. 

3.  Research  and  experimentation  in  the  use  of 
consultants  from  medical,  social  work,  psychological 
and  rehabilitation  disciplines  are  needed. 

If..   The  responsibility  for  long  term  parent  counseling 
is  generally  not  established.   Ifany  areas  attempt 
to  provide  counseling  to  the  parents  of  pre- 
school children  but  continuous  parent  counseling 
throughout  the  school  years  is  rare.   Parents  are 
thus  often  unable  to  accept  realistic  planning  for 
long  term  care  of  their  multiply  handicapped 
children. 

IV.  Financing  Programs  for  Multiply  Handicapped  Youth 

1.  Educational  and  training  programs  for  multiply 
handicapped  children  and  youth  are  inevitably 
expensive.   The  teacher-pupil  ratio  must  be  high 
(for  example  one  teacher  for  two  deaf -blind 
students  is  the  accepted  ratio).   In  many  programs 
one  teacher  to  four  or  five  students  is  the  only 
feasible  ratio. 

2.  Research  and  demonstration  programs  are  necessities. 
When  some  of  the  man-power  and  teacher  preparation 
problems  are  attacked,  the  field  will  require 
extensive  research  and  demonstrations  to  verify 

the  approaches  which  are  undertaken. 
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In  summary,  it  must  be  said  that  there  is  much  hope 
for  the  ultimate  self -care  and  in  many  cases,  independent 
living  for  multiply  handicapped  persons  who  are  visually 
handicapped.  At  this  point  in  the  history  of  special 
education,  however,  we  aro  still  largely  "learning  to  ask 
the  right  questions"  rather  than  achieving  major  solutions 
to  training  and  education  problems.  There  is  a  reason  to 
be  optimistic  about  the  direction  in  which  the  field  is 
going.   If  we  are  presently  discouraged,  it  is  the  result 
of  the  fact  that  the  multiply  handicapped  children  and 
youth  whom  we  know,  need  today  what  we  hope  will  be  available 
in  quantity  in  a  few  years.   It  is  always  difficult  to  say 
"you  must  wait"  when  we  know  that  waiting  creates  problems 
which  cannot  be  undone. 
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'r  Coordinator 

-,  Anne  Sullivan  Macy  Service  for  Deaf -Blind  Persons 

Tlie  Industrial  Home  for  the  Blind 

H4.7-I6  Archer  Avenue 

Jamaica  35,  New  York  ..r 

A  REHABILITATION  RESOURCE  FOR  DEAF-BLIND  ADULTS 

I  am  very  pleased  to  be-here  today,  and  I  wish  to  oxtend 
to  Dr.  Wayne  my  sincere  appreciation  for  this  invitation  because 
so  often  the  deaf -blind  are  emitted  from  discussions  pertaining 
to  the  multiply-handicapped.   Therefore,  Dr.  Wayne  is  also  to 
be  commended  for  including  this  group  into  his  program. 

The  Industrial  Home  for  the i  Blind  of  Brooklyn  has  a  long 
history  of  service  to  deaf -blind  men  and  women.   As  far  back 
as  1920,  deaf -blind  men  were  employed  in  its  workshop,  and  in 
19J+S  a  special  department  was  established  to  provide  additional 
help  to  this  group  and  to  investigate  the  feasibility  of 
developing  recreational  and  other  leisure  time  activity  for  the 
twelve,  clients-, served  .at  that  time. 

In  1 956  the  total;  number  of  deaf -blind  people  served  by 
the  department  ha&:  increased  to  sixty,,  and  the  Industrial  Home 

for  the  Blind  and  the  -.office  q^^V^^^^PS^^-  -i^fM'^^"^^^*^*  *^;?n  uni"te-d 
in  a -project  to  study:the.IE[B  pro  gram"  and  the  characteristics' :- 
of  the  deaf-blind  people  ...receiving  services.   At  the  termination 
of  this  project  in  1958  one  of  the  conclusions  Was  the  realizati 0 
that  a  regional  service  pTo gram- appeared :-.to~-be  the  realistic 
approach  toward  meeting  the  rehabilitation  needs  of  the  deaf-bli- 
people  throughout  the  country. 

;  "The.  only  agency  to  accept  this  challenge  was  the  IHB,  and 
in  1962  it  received  a  project  grant  from  the  Vocational  Rehabili- 
tation Administration  for  a  five,  year  demonstration  project 
known  as. the  Anne  Sullivan  Macy  Service'  for  Deaf -Blind  Persons, 
The.  area  served  by  this  project  is  HEW  Regions  I,  II,  and  III. 

The  ASMS  has  four  basic  ares  of  service  which  are: 

1.  Direct  service  to  clients 

2.  Service  to  agencies 

3.  Public  education 
ij..  Research 

One  of  the  alarming  findings  learned  through  research 
is  the  fact  that  the  untrained,  deaf -blind  person,  observed 
by  project  personnel,  were  idle  approximately  11^  hours  each 
day.   That  means  doing  nothing  that  could  be  observed,  other 
than  sitting  or  standing.   No  T.V.,  no  radio,  no  newspaper  and 
no  movement  at  all  during  these  hours.   I  don't  believe  any 
of  us  can  imagine  life  under  these  conditions. 
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Louis  J.  Bettica  -  Continued 

Help  to  agencies  consists  of  seminars  held  at  the  IHB  or 
at  the  local  agency  facilities,  consultative  services  and 
working  directly  with  the  various  agency  staffs  in  planning 
with  and  for  the  clients.   Over  125  representatives  from  these 
15  states  attended  two  day  seminars  held  at  the  IHB.   The 
highlight  of  these  seminars  was  training  the  participants  in 
the  use  of  the  manual  alphabet  and  having  them  meet  and  communicate 
with  deaf -blind  people  during  the  first  evening.   This  actual 
contact  with  deaf -blind  people  has  done  much  in  developing  the 
realization  that  many  deaf -blind  people  have  derived  considerable 
benefits  from  service. 

The  IHB  Institute  of  Rehabilitation  is  the  facility  used 
for  the  training  of  deaf -blind  adults  who  are  referred  to  the 
ASMS.   This  training  is  sponsored  by  VR  funds  through  the 
referring  State  Agency.   Evaluation  for  a  deaf -blind  person  is 
six  weeks  and  contractual  arrangements  are  made  for  13  weeks 
of  prevocational  training  based  upon  the  findings  of  the 
evaluation^   The  prevocational  part  of  the  individual's  training 
is  terminated  when  he  or  she  has  received  maximum  benefits  from 
the  program.   Currently  the  training  period  averages  out  to 
about  nine  months. 

Since  it  is  felt  that  it  is  the  agency's  responsibility  to 
minimize  a  handicap,  if  at  all  possible,  the  trainee  is  examined 
by  the  general  practitioner,  ophthalmologist,  otologist  and 
other  specialists,  if  indicated,  during  the  evaluation  period. 
We  have  found  that  the  examination  given  at  the  IHB  by  their 
practitioners  are  much  more  thorough  than  those  given  by 
practitioners  who  may  have  come  in  contact  with  his  first  deaf- 
blind  person.   Subsequently,  some  visual  restorations  have  been 
successful  whereas  the  previous  report  had  no  indication  of 
surgery. 

In  some  instances  examinations  at  home  are  not  as  thorough 
because  of  the  difficulty  in  communication. 

In  addition  to  the  foregoing,  the  trainee  is  seen  by  the 
psychologist,  audiologist,  vocational  counselor  and  social 
worker;  and  help  is  given  to  the  client  dependent  upon  the 
findings  of  these  examinations  and  discussions.   This  is  also 
true  in  the  ares  of  mobility,  work  excersises,  skills  of  daily 
living  and  communications. 

The  prevocational  training  at  the  same  facility  may  continue 
to  be  exploratory  during  the  initial  stages,  but  it  is  ultimately 
geared  toward  helping  the  individual  develop  manual  skill, 
healthy  work  attitude  and  a  stronger  self-image  which  helps  him 
to  take  on  more  and  more  responsibility  of  his  own  planning, 
hopefully  leading  toward  greater  independent  functioning. 
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If  the  client  requires  training  and  experience  in  a  shop 
situation,  he  proceeds  to  one  of  the  IHB  workshops  for  this 
exposure. 

One  of  the  unique  aspects  of  this  program  is  the  fact  that 
the  caseworker  and  other  workers,  when  indicated,  see  the  client 
in  his  own  home,  see  the  community  he  comes  from  and  discusses 
plans  and  goals  with  the  staff  of  the  referring  agency  prior 
to  his  entrance  into  the  IHB  program.   The  major  goal  of  this 
program  is  to  return  the  client  to  his  home  community,  or  a 
satisfactory  community  as  close  to  his  home  as  possible  upon 
completion  of  the  prevocational  training.   One  or  several 
workers  returns  to  the  home  community  with  the  client,  assisting 
him  at  his  new  job  situation  if  one  is  found  for  him;  or  spends 
the  first  few  days  with  the  deaf -blind  client  who  has  returned 
home  as  an  independent  homemaker.   We  have  been  fortunate  in 
having  had  the  cooperation  of  workshops  for  the  blind  within  this 
service  area  who  have  opened  their  doors  to  deaf -blind  people. 
Although  most  of  the  work  opportunities  have  been  in  sheltered 
workshops,  there  appears  to  be  a  breakthrough  in  other  areas, 
for  example,  this  year  three  people  have  been  placed  in  outside 
industry  --  one  in  Michigan  and  two  within  the  IHB  service  area. 
We  are  also  seeing  deaf -blind  people  work  as  teachers  in  the 
Hadley  Correspondence  School,  a  programmer  in  Cincinnati,  a 
man  at  the  Library  of  Congress;  and  I  am  currently  negotiating 
at  the  Clovernook  Printing  House  for  the  Blind  for  a  placement 
at  the  Clovernook  Printing  House  for  the  Blind.   White  collar 
jobs  which  would  provide  a  satisfying  work  experience  for 
highly  intelligent  deaf -blind  people  is  one  of  the  great 
challenges  still  to  be  met,  but  we  now  feel  that  we  are  at  least 
making  a  start  in  this  direction. 

An  average  of  13  deaf-blind  clients  a  year  have  entered 
into  the  training  program  during  the  past  four  years,  and  at 
the  present  time  we  anticipate  having  18  or  20  clients  this 
year  which  is  an  indication  of  an  increase  in  interest  in  this 
group.  We  are  very  pleased  to  be  in  the  position  to  report  that 
most  of  the  clients,  who  have  completed  training,  are  either 
vocationally  employed  or  are  successful  homemakers. 

Although  the  successful  placement  of  the  trainee  is  the 
ultimate  goal  of  the  project,  one  of  the  highlights  of  this 
service  is  the  removal  of  deaf -blind  clients  from  State  Hospitals 
or  State  Schools  for  the  Mentally  Retarded.   All  too  often 
deaf -blind  people  are  institutionalized  as  the  result  of  statement 
by  people  who  had  neither  the  skill  in  communication  nor  the 
awareness  of  the  bemefits  deaf -blind  people  could  derive  through 
rehabilitation  programs.   Since  deaf -blind  people,  like  all  people 
have  a  right  to  self-expression;  and  since  the  denial  of  this 
self-expression  and  lack  of  understanding  on  the  part  of  persons 
close  to  them,  may  have  caused  psychotic-like  behavior  on  the 
part  of  the  client,  I  strongly  feel  that  the  evaluation  of  deaf- 
blind  people  should  only  be  made  by  people  knowledgeable  in  this 
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work.   This  is  also  true  when  the  individual's  goals  are  to  be 
considered  since  I  never  can  understand  how  a  plan  for  a  client 
can  be  developed  by  individuals  with  limited  or  no  communication 
skills  and  no  knowledge  as  to  what  deaf -blind  people  can  actually 
accomplish. 

President  Johnson  has  been  aware  of  the  limited  services  to 
the  deaf -blind  men  and  women  throughout  the  country,  and  I  am 
very  pleased  to  report  that  he  has  suggested  to  Congress,  in  a 
recent  address,  that  some  consideration  be  given  toward  the 
establishment  of  a  National  Rehabilitation  Center  for  deaf -blind 
people.   It  is  earnestly  hoped  that  Congress  does  realize  the 
necessity  of  this  center,  since  this  may  be  the  only  way  to 
establish  a  program  to  meet  the  needs  of  this  group  on  a  nation- 
wide basis. 

Communication  has  always  been  a  barrier  to  service,  and  the 
project  has  attempted  to  develop  teaching  techniques  to  enable 
the  beginning  worker  or  volunteer  to  learn  the  one -hand  manual 
alphabet  as  quickly  as  possible.   Experiments  with  hundreds  of 
people  have  proven  that  this  method  of  communication  can  be 
learned  within  a  fifteen  minute  period.   This  does  not  mean 
that  discussion  on  an  emotional  level  can  be  entered  into,  but 
it  does  mean  that  a  person  can  actually  start  communicating  much 
secrier  than  anticipated.   The  one-hand  manual  alphabet  is  used 
by  Mo.ny  deaf  people,  and  it  is  mentioned  here  because  it  is  the 
one  method  which  appears  to  inhibit  workers  from  becoming 
involved  with  this  group.   Many  deaf -blind  people  can  be 
communicated  with  by  printing  large  block  letters  on  their  palm. 
The  American  Foundation  for  the  Blind  has  produced  a  device 
known  as  the  Tele touch  which  can  be  used  by  anyone  who  can  type 
so  long  as  the  deaf -blind  person  is  familiar  with  braille. 

In  conclusion  I  want  to  repeat  that  life  as  a  deaf -blind 
person  is  extremely  difficult,  but  life  as  an  untrained  deaf- 
blind  person  presents  almost  impossible  burdens  to  the  spirit 
of  the  individual  so  handicapped;  therefore,  I  appeal  to  you  to 
look  upon  deaf -blind  people  as  candidates  for  evaluative  service 
so  that  each  can  have  the  opportunity  of  living  a  more  fruitful 
and  productive  life. 
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M.  Harris  Schaeffer,  II. A.,  U.S. 
Director,  Department  of  Psycho -Sensory 
Habilitation  Services 
Pennhurst  State  School  and  Hospital 
Spring  City,  Pennsylvania 

CURRENT  PROGRAMS  WITH  THE 

MULTI-HANDICAPPED  BLIND   (MENTALLY  RETARDED) 

You  have  presented  me  with  the  opportunity  to  meet  with 
you  this  morning  for  the  purpose  of  relating  information  per- 
taining to  the  current  program  for  the  blind  mentally  retarded 
at  Ponhhurst  State  School  ar.d  Hospital. 

Although  Pennhurst  is  situated  but  thirteen  miles  from  my 
place  of  birth,  I  doubt  very  much  that  I  would  have  known  of 
the  institution  as  a  youth  and  young  man,  and  perhaps  even  as 
an  adult,  if  it  were  not  for  the  fact  that  I  had  as  a  youngster 
visited  an  epileptic  aunt  who  had  been  committed  to  the  institu- 
tion.  If  this  is  so  for  one  who  literally  lived  within  the 
shadow  of  the  institution,  I  wonder  how  many  of  you  have  heard 
of  or  are  familiar  with  Pennhurst. 

Pennhurst  State  School  and  Hospital  is  a  state  owned 
hospital  and  residential  school  serving  3200  mentally  retarded 
patients  on  606  acres  in  Spring  City,  Chester  County,  Pennsylvania, 
Initially  developed  with  two  buildings  in  1908  it  has  become  a 
community  of  50  buildings,  the  last  of  which  was  built  in  the 
1930' 3-   A  school,  a  hospital,  an  administration  building,  a 
farm,  maintenance  and  service  buildings,  and  patient  living 
quarters  comprise  the  physical  plant  of  the  institution. 

With  this  description  of  the  physical  plant,  we  now  will 
address  ourselves  to  a  tabular  description  of  the  present  pop- 
ulation.  1973  males  and  1227  females  are  carried  on  the  in- 
stitution rolls.   Only  72  patients  are  under  12  years  of  age; 
only  550  patients  are  under  18  years  ©f  age1  257o  individuals 
are  18  years  of  age  or  older.  In  terms  of  mental  retardation 
levels,  one-half  of  one  percent  are  deemed  to  be  mildly  retarded, 
2\£g?o   to  be  moderately  retarded,  \\2.%   to  be  severely  retarded, 
and  33$  to  be  profoundly  retarded.   Thus,  3/lj.  of  the  patient 
population  is  deemed  to  be  severely  or  profoundly  retarded. 

Present  at  the  Institution  are  a  multiplicity  of  primary 
or  secondary  handicaps.   These  include  nearly  every  variety  of 
syndrome.   That  a  blind  or  visually  handicapped  population 
existed  within  the  institution  was  known;  that  251  individuals 
deemed  to  be  mentally  retarded  and  having  the  additional  dis- 
ability of  sight  loss  ranging  from  a  30$  functional  loss  to 
total  blindness  was  not  known  one  year  ago.   As  early,  or  as 
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late  as  I960,  an  initial  vision  services  program  was  developed 
by  one  of  the  staff  psychologists  with  the  aid  of  volunteers. 
Under  this  part-time  program,  approximately  twenty  patients 
participated  in  classroom  activities  which  varied  from  arts 
and  crafts  to  braille  instruction.   Five  volunteers  provided 
their  services  for  this  fine  beginning. 

In  the  summer  of  1961).,  I  had  the  distinct  pleasure  of 
joining  the  psychology  department  at  Pennhurst.   Shortly  there- 
after a  Psycho-Sensory  Habilitation  Services  section  encompassing 
responsibility  for  adjunctive  therapies,  vision  services,  and 
related  instructional  programs  was  established.   I  have  had  the 
pleasure  of  serving  first  as  section  supervisor  and  later  as 
department  director  when  it  was  formalized  into  an  independent 
department  early  in  1966. 

Included  in  the  department  of  Psycho-Sensory  Habilitation 
Services  is  a  vision  services  section  which  includes  three  areas 
of  programming:   (1)  Vision  Clinic,  (2)  Vision  Unit,  and  (3) 
Classes  for  the  Blind  and  Visually  Handicapped.   This  should  be 
changed  to  four  programming  areas  as  we  can  now  include  as  item 
four,  an  evaluation  unit  made  possible  by  the  Vocational  Rehab- 
ilitation Administration  and  the  efforts  of  the  Office  for  the 
Blind,  Commonwealth  of  Pennsylvania. 

The  function  of  the  Vision  Clinic  is  to  screen  the  vision 
of  the  institution's  patient  population  through  the  use  of  color, 
field,  and  acuity  tests,  to  diagnose  visual  problems  through 
ophthalmologic  examination,  and  to  provide  surgical  and/or  optical 
correction  as  required.   The  performance  of  these  functions  is 
the  responsibility  of  a  team  which  includes  a  part-time  ophthal- 
mologist, a  vision  habilitation  Clinician  (registered  Practical 
Nurse),  and  an  optician.   The  screening  processes,  which,  aside 
from  the  testing  itself,  include  the  preparation  and  maintenance 
of  patient  records,  is  the  responsibility  of  the  Vision  Habilita- 
tion Clinician.   Similarly,  this  clinician  follows  up  the 
ophthalmologic  findings  and  arranges  for  out-patient  hospital- 
ization and/or  the  attainment  of  glasses  as  prescribed  for  the 
patient. 

Several  measures  were  required  to  attain  a  satisfactory 
level  of  function  for  this  clinic.   First,  Eye -Ear -Nose -Throat, 
with  one  physician  attending  all  areas  within  a  limited  period 
of  time,  was  separated  into  t\-io   (2)  clinics  -  The  Vision  Clinic 
and  the  Oto-Oral  Team  Clinic.   The  latter  clinic  and  its  services 
pertain  to  otolaryngology,  audiology,  speech  and  language,  and 
dentistry.   Second,  a  Vision  Habilitation  Clinician  position 
and  new  preliminary  screening  techniques  were  established. 
Third,  the  referral  system  was  centralized  and  changed  to 
include  the  routine  testing  of  patients  as  well  as  those  patients 
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referred  by  institutional  personnel.   Fourth,  the  provision 
of  new  glasses  and  the  repair  of  broken  glasses  was  improved  as 
a  service  by  securing  an  optician  who  visits  the  institution 
each  itfeek.   Fifth,  but  not  of  least  importance,  patient  records 
are  current  and  available  to  all  professional  personnel  through 
the  patient's  medical  record  folder. 

During  the  summer  of  1965  the  department  attained  the 
services  of  an  experienced  instructor  (Supervisor  of  Vision 
Services,  himself  blind)  for  the  blind  and  visually  handicapped, 
and  an  aide.   These  two  individuals  developed  classes  which  met 
four  times  each  week  and  involved  sixteen  (16)  patients.   The 
curriculum  was  as  wide  and  as  varied  as  the  needs  of  the  patients. 

During  August,  1966,  seventy-four  (7!|-)  patient  beds  were 
made  available  for  the  establishment  of  a  vision  unit  in  a 
portion  of  the  institution's  hospital.   The  establishment  of 
this  unit  was  the  outgrowth  of  a  five  (5)  "bed  unit  for  young 
ambulatory  blind  patients  which  our  department  had  established 
in  another  area  within  the  hospital. 

The  present  vision  unit  of  seventy-four  (7U-)  blind  or 
visually  handicapped  individuals  is  staffed  by  four  aides,  the 
Supervisor  of  Vision  Services,  attendants,  nursing  personnel, 
social  service  and  medical  personnel  assigned  to  the  area. 
The  staff  initiated  programming  for  the  severely  visually  handi- 
capped and  blind  which  had  not  heretofore  been  available.   This 
includes  daily  living  skills  such  as  toileting,  feeding,  personal 
hygiene  and  grooming,  bed  making,  and  similar  activities  as 
required  by  the  mental  status  and  behavior  of  the  patients.   As 
a  part  of  habilitation  services,  programming  for  the  development 
of  manipulative  skills  has  recently  been  initiated.   Limited 
group  community  activities,  tours,  or  visitations  have  also 
occurred.   In  addition,  a  number  of  visually  handicapped  or 
blind  individuals  attended  a  camp  for  the  blind  during  the 
summer  of  1966. 

The  fourth  area  of  programming  includes  the  "Development 
of  an  Evaluation  Unit  for  the  Visually  Handicapped-Mentally 
Retarded  at  Pennhurst  State  School  and  Hospital"  as  a  VRA 
innovation  project.   It  is  an  outgrowth  of  the  apparent  patient 
needs  at  the  institution  and  the  recognition  of  these  needs  by 
the  Commonwealth  of  Pennsylvania's  Office  for  the  Blind,  and 
Office  of  Mental  Retardation,  The  Superintendent,  the  Director 
of  Psycho-Sensory  Habilitation,  and  the  Pennhurst  State  School 
and  Hospital  Research  and  Development  Committee. 

The  purpose  of  the  program  is  to  provide  new  and  expanded 
services  for  those  institutionalized  mentally  handicapped  patients 
evidencing  the  further  handicapping  and  catastrophic  disability 
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of  blindness  in  varying  degrees.   In  the  process  of  achieving 
this  objective,  it  will  provide  services  beyond  that  which  is 
legally  and  traditionally  required  of  the  institution  and  in 
so  doing  will  result  in  significant  improvement  in  training 
leading  toward  vocational  rehabilitation  of  the  institution's 
blind -mentally  retarded  population.   This  grant  project  is  an 
integral  part  of  the  overall  program  development  for  these 
patients  at  the  institution.   In  addition,  it  is  anticipated 
that  Pennhurst  will  continue  to  enlarge  the  scope  of  the  program, 
to  include  many  blind -mentally  handicapped  individuals  who  are 
presently  in  the  community  awaiting  institutionalization  and 
accept  transfer  of  patients  from  other  state  hospitals  who  have 
the  same  combination  disability.   It  is  anticipated  that  the 
evaluation  unit  will  subsequently  lead  to  the  opening  of  the 
iron  gates  of  the  institution  to  the  community  at  large. 

The  most  direct  significant  outcome  expected  to  result 
from  this  project  will  be  the  establishment  of  a  unit  to  determine 
vocational  potentials.   It  is  anticipated  that  there  will  be  a 
growth  of  individual  abilities,  an  increase  in  functional  levels, 
and  an  increase  in  the  daily  living  activities  which  will  permit 
individuals  to  move  toward  gainful  occupations.   The  accomplish- 
ment of  independence  would  facilitate  participation  in  the  insti- 
tutional community's  activities;  however,  the  end  goal  of  maximum 
self-realization,  vocationally  and  behaviorally,  is  deemed  to  be 
of  primary  import  to  the  individual,  the  institution,  and  the 
Commonwealth  of  Pennsylvania.   The  establishment  of  an  evaluation 
unit  for  the  visually  handicapped-mentally  retarded  will  enable 
the  institution  to  determine  rehabilitation  potential  on  a 
formal  basis  whereas  such  evaluation  was  previously  lacking  or 
inadequate.   Many  proper  intellectual  functioning  tests  for  the 
blind  and  visually  handicapped  have  been  lacking  for  purposes  of 
vocational  rehabilitation;  those  previously  utilized  have  been 
suspect  of  gross  inaccuracy.   No  tests  of  intellectual  function 
have  been  administered  to  the  legally  blind  population  and 
testing  of  the  visually  handicapped  was  last  completed  in  1957. 
The  development  of  an  evaluation  unit  for  visually  handicapped- 
mentally  retarded  individuals  will  alter  this  situation.  In 
addition,  these  individuals  will  thus  be  afforded  a  true  oppor- 
tunity for  maximum  involvement  in  the  life  of  the  institution 
and  hopefully,  in  the  life  of  the  non- institutional  community 
at  large  as  a  productive  citizen.   It  is  of  considerable  interest 
that  no  blind  patient  has  ever  left  Pennhurst  State  School  and 
Hospital  as  a  rehabilitation  candidate.   The  present  proposal 
as  you  can  see,  has  implications  for  all  patients  at  the  insti- 
tution and  for  those  visually  handicapped  who  are  institutionalized 
in  residences  for  the  mentally  retarded  throughout  the  Commonwealth 
of  Pennsylvania. 
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The  establishment  of  the  Evaluation  Unit  will  bring  new 
services  to  Pennliur s b ' s  visually  handicapped -mentally  retarded 
patients.   As  a  result  of  this  program,  the  Office  for  the 
Blind  will  provide  the  services  of  a  Vocational  Rehabilitation 
Counselor  who  will  devote  full  or  part  time  services  as  required 
by  the  individual's  referred  to  this  unit.   This  counselor  will 
conduct  a  preliminary  investigation  which  will  consist  of  an 
initial  interview  with  the  referred  individual.   General  medical 
and  ophthalmologic  evaluation  as  well  as  necessary  medical 
specialty  and  psychological  evaluations  will  then  be  secured. 
Subsequent  action  will  include  (I)  the  determination  to  close 
the  case,  (2)  determination  to  develop  a  plan  for  extended 
evaluation,  or  (3)  determination  to  develop  a  plan  for  vocational 
rehabilitation  services.   Under  extended  evaluations  the  in- 
dividual would  continue  in  the  project  through  workshop  and 
related  services  for  a  period  of  up  to  18  months  or  until  such 
time  as  a  determination  can  be  made  of  eligibility  for  Vocational 
Rehabilitation  Services.   Under  Vocational  Rehabilitation  Services, 
the  individual  would  continue  in  the  project  until  a  specific 
training  program  or  specific  employment  is  provided. 

As  a  further  result  of  this  program  development ,  the  unit 
will  attain  a  Supervisor  who  will  inaugurate  the  first  evaluation 
and  rehabilitation  workshop  at  Pennhurst  State  School  and 
Hospital.   The  professional  worker  in  this  field  will  act  as 
Workshop  Supervisor,  providing  evaluative  and  training  techniques 
for  the  benefit  of  the  participating  individuals.   The  Supervisor- 
will  coordinate  the  activities  of  associated  project  personnel. 

The  Workshop  Therapist  will  provide  direct  evaluation  and 
training  of  individuals  in  the  workshop • 

A  Psychologist  will  provide  diagnostic  and  evaluative  test 
services  including  job  sampling.   He  will  utilize  special  instru- 
ments for  the  assessment  of  mental  status,  cognitive  abilities, 
educational  achievement  potential,  and  adaptive  behavior  <,   He 
will  provide  such  counseling  services  as  are  required, 

A  Mobility  Specialist  will  inaugurate  evaluation  and  training 
of  each  referral  in  the  areas  of  his  specialty.   He  will  also 
provide  orientation  and  physical  fitness  services  which  are 
essential  for  each  individual's  capability  for  independent 
movement  within  the  institution  and  the  community  at  large,  as 
well  as  for  vocational  programming. 

An  Occupational  Therapist  will  initiate  programs  providing 
for  treatment  procedures  to  enhance  the  individual's  sensory- 
motor-cognitive  skills.   This  aspect  of  the  program  will  contri- 
bute to  the  determination  of  vocational  potential  and  is 
essentially  different  from  the  traditional  view  of  occupational 
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therapy  as  it  so  frequently  pertains  to  the  use  of  weaving  and 
basketry  looms.   The  Occupational  Therapy  procedures  will  include 
an  evaluation  of  eye  tracking,  eye  coordination,  and  related 
sensory-motor  tasks  and  skills  which  become  an  important  part  oC 
the  individuals  cognitive  development. 

A  Personal  Adjustment  Instructor  will  provide  those  services 
which  aid  the  individual  in  the  attainment  of  personal  hygiene 
and  grooming,  community  adjustment,  and  those  skills  which  will 
lead  to  greater  self-help  and  independence.   This  instructor 
will  plan  field  trips  to  such  public  facilities  as  banks,  hospital? 
police  stations,  employment  agencies,  and  so  forth  on  a  group 
and  individual  basis. 

A  Mobility  Aide,  Occupational  Therapy  Aide,  and  Personal 
Adjustment  Aide,  provided  through  grant  funds,  and  a  Rehabilitate 
Aide,  provided  by  the  institution,  are  deemed  essential  to 
assist  in  the  provision  of  evaluation  services  on  as  close  to 
a  one-to-one  relationship  as  is  possible.   The  mult i -disabling 
nature  of  the  individuals  referred  to  the  evaluation  unit  makes 
an  approach  toward  a  one-to-one  relationship  essential. 

In  addition  to  the  above,  the  institution  will  secure 
and  provide  the  services  of  a  Rehabilitation  Teacher  for  the 
Blind.   This  teacher  will  provide  basic  educational  instruction 
in  the  areas  of  braille,  social  studies,  natural  science,  daily 
living  facts,  arithmetic,  music  appreciation,  language  and 
literature  according  to  the  needs  and  capacities  of  the  individual 
The  Rehabilitation  Aide  will  assist  with  the  above  program. 

The  Vision  Unit,  mentioned  earlier,  will  be  utilized  as 
living  quarters  for  participants  in  the  Evaluation  Unit  and  by 
potential  candidates  for  this  unit.   Thus,  the  7k   beds  available 
in  the  Vision  Unit  will  be  occupied  first  by  forty-five  patients 
participating  in  the  evaluation  program,  and  secondly,  by  29 
patients  toward  whom  habilitation  services  will  be  directed  in 
order  to  provide  long  range  training  for  future  participants 
in  the  evaluation  program.   In  addition,  the  institution  will 
screen  its  waiting  list  of  over  1000  individuals  for  visual 
handicaps  and  admit  those  who  meet  the  criteria  of  industrially 
blind  and  mentally  retarded.  Working  space  for  evaluation  unit 
personnel  and  participants  is  in  the  process  of  development. 
This  includes  the  preparation  of  approximately  6000  sq.  ft.  of 
space  in  a  basement  area* 

The  program  which  we  have  reviewed  today  will  be  unique 
within  the  Commonwealth  of  Pennsylvania.   First,  it  will  repre- 
sent the  only  fully  developed  program  for  the  visually  handicapped 
in  Commonwealth  institutions,   Second,  it  will  represent  the 
first  inter-agency  agreement  between  the  Office  of  Mental  Retard- 
ation, the  Office  for  the  Blind,  and  the  Vocational  Rehabilitation 
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Administration, 
felt  thanks. 


To  the  personnel  of  these  agencies,  my  heart- 


This  overview  of  the  current  programs  with  the  Visually 
Handicapped-llentally  Retarded  which  I  have  had  the  pleasure  of 
presenting,  hopefully  has  described  that  which  has  occurred,  is 
occurring,  and  will  occur  at  Pennhurst  State  School  and  Hospital, 
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Thomas  E.  Caulfield,  M.D. 

Boston's  Catholic  Guild  For  All  The  Blind 

Newton,  Massachusetts 

A  PROGRAM  AND  TECHNIQUE  FOR  REHABILITATION  OP 
NEWLY  BLINDED  ADULTS  AT  ST.  PAUL'S  REHABILITATION 
CENTER,  NEWTON,  MASS.,  UNDER  THE  AUSPICES  OF  THE 
CATHOLIC  GUILD  FOR  ALL  THE  BLIND,  OF  NEWTON,  MASS. 

The  St.  Paul's  Rehabilitation  Center  for  newly  blinded 
adults  was  opened  in  March  195>lj..   It  represented  several  years 
of  planning  by  the  Reverend  Thomas  J.  Carroll,  executive 
director  of  the  Guild,  and  was  in  effect  a  distillation  of  his 
experience  as  an  auxiliary  chaplain  in  the  U.  S.  Armed  Forces 
during  World  War  II.  Father  Carroll  had  been  assigned  to  work 
with  the  blind  in  the  Archdiocese  of  Boston,  immediately  upon 
his  ordination  to  the  priesthood  in  June  1938.  He  was  enthusiastic 
about  the  program  for  rehabilitation  of  newly  blinded,  war  veterans 
and  spent  much  time  at  Avon  Old  Farms  in  Avon,  Conn.,  where  the 
advanced  program  of  rehabilitation  for  blinded  veterans  was  being 
carried  out  during  World  War  II.  With  this  experience  as  a 
background  and  with  the  addition  of  his  original  thinking  on 
these  matters,  St.  Paul's  Center  was  opened  with  a  definite 
philosophy  of  and  program  for  rehabilitation  which  combined  both 
factors. 

The  program  represented  a  tremendous  advance  in  rehab- 
ilitation thinking  and  planning  and  now  after  thirteen  years  it 
is  difficult  to  believe  that  thinking  which  is  so  widespread 
today  was  once  revolutionary. 

At  St.  Paul's  blindness  is  considered  to  be  a  multiple 
handicap.  The  central  loss,  of  course,  is  of  vision.  However, 
there  flows  from  this  loss  as  a  matter  of  immediate  consequence 
some  twenty  additional  losses  which  represent  a  further  disability; 
for  example,  the  loss  of  ease  in  spoken  and  written  communication, 
especially  for  one  blinded  during  his  adult  years.   The  loss  of 
mobility  represents  another  severe  handicap.   Perhaps  of  greatest, 
but  often  unrecognized  importance,  is  the  alteration  in  one's 
self  concept  or  self  image,  which  follows  adventitious  blindness. 
At  St.  Paul's  it  is  believed  that  a  rehabilitation  is  incomplete 
unless  there  is  realization  of  the  depth  and  scope  of  the  trauma 
of  new  blindness  to  the  self  concept. 

The  realization  is  basic  and  cannot  be  merely  a  matter  of 
lip  service.   It  must  be  a  continuing  and  developing  awareness 
in  any  worker  for  the  blind,  particularly  the  adventitiously 
blind. 
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We  must  here  begin  to  look  at  the  complexity  of  the  total 
human  person.   He  is  not  just  a  collection  of  salts,  minerals 
and  proteins  in  various  orders  but  is  also  a  being  who  thinks, 
feels  and  is  capable  of  great  happiness  and  deep  sorrow,  as 
well  as  profound  anxiety  and  depression.   It  sounds  almost  trite 
to  say  this  now  but  a  real  program  for  the  rehabilitation  of 
the  blind  must  be  aimed  at  people  and  not  just  a  condition  which 
people  suffer. 

The  basic  assumption  about  St.  Paul's  philosophy  of  losses 
is  that  these  losses  occur  to  people.   Some  of  them  have  enjoyed 
a  happy  family  life  for  many  years  while  others  have  been 
distinctly  miserable.   Some  newly  blinded  adults  have  families 
which  are  fully  grown,  with  sons  and  daughters  who  bring  the 
grandchildren  to  visit.   Some  blinded  people  have  children  who 
are  no  older  than  eight  or  ten  years. 

In  order  to  bring  home  to  family  members  the  real  importance 
of  new  blindness,  at  St.  Paul's  since  its  opening,  we  have  tried 
to  make  family  members  of  the  newly  blinded  man  important  partici 
pants  in  the  program.  With  growing  recognition  of  its  importance 
this  aspect  of  the  program  is  continually  expanding  so  that 
trainees  and  family  members  develop  new  and  important  insights. 

The  program  itself  seeks  to  crystallize  both  the  importance 
of  the  loss  and  restoration  of  skills  and  alterations  in  the 
emotional  aspects  of  the  blinded  person's  life.   Cane  travel  is 
taught,  as  is  the  development  of  the  other  senses.   There  are 
exercises  in  the  fundamentals  of  braille.   The  thousand  and  one 
elements  of  daily  living  are  taught.  While  all  these  activities, 
which  have  to  do  with  restoration  of  skills  and  development  of 
the  remaining  senses,  are  of  great  significance  their  basic 
importance  is  related  to  the  fact  that  the  primary  goals  here 
are  not  simply  restoration  of  skill,  but  go  hand  in  hand  with 
the  discovery  and  assessment  of  an  individual's  emotional  capa- 
city to  deal  with  blindness.   Therefore,  as  part  of  the  program 
there  are  several  group  meetings  per  week,  including  group 
psychotherapy  conducted  by  a  clinical  psychologist  and  a  more 
clearly  defined  task-oriented  group  meeting  which  is  called 
"self  appraisal."  This  conjoining  of  psyche  and  soma,  as  it 
were,  is  one  basic  aspect  of  the  total  program.   We  hope  that 
in  this  way,  staff  and  trainees  alike  more  readily  form  a 
therapeutic  community. 

An  additional  factor  which  runs  through  the  rehabilitation 
program  is  the  recognition  of  the  role  which  is  played  by  the 
teaching  staff  interacting  with  the  trainee  group.   There  are 
elements  in  this  interaction  which  suggest  very  strongly  a  kind 
of  reactivation  of  the  original  relationship  which  exists  between 
child  and  parents.  When  the  trainees  first  come  to  St.  Paul's 
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they  are  quite  dependent  and  most  of  them  are  capable  of  only 
the  simplest  tasks.   The  staff  extends  help  in  abundance.   The 
first  week  or  ten  days  is  spent  in  much  physical  guidance  for 
the  new  trainee.   He  is  given  assistance  in  getting  to  meals 
and  classes,  for  example.   Gradually  this  relationship  begins 
to  change;  more  and  more  is  asked  of  the  trainees.   The  relation- 
ship between  staff  and  trainees  begins  to  change.   As  new  skills 
are  developed  there  is  less  need  for  the  trainee  to  depend 
physically  on  the  staff.   A  new  type  of  anxiety  begins  to 
appear.   It  is  an  anxiety  produced  by  growing  independence.   At 
this  time,  individual  staff  members  may  experience  a  certain 
feeling  of  resistance  to  the  growth  and  development  of  the 
trainees,  even  as  they  welcome  it.  We  try  to  acknowledge  and 
take  advantage  of  this  mutual  ambivalence.  We  recognize  and 
try  to  deal  with  the  changes  which  are  occurring,  believing 
that  the  climate  is  changing,  as  well  as  the  proficiency. 

Both  staff  members  and  trainees  begin  to  develop  a  better 
realization  of  goals  and  limitations.   There  begins  to  occur  a 
more  realistic  atmosphere.   No  longer  is  the  staff  universally 
good,  the  beds  uniformly  comfortable  or  the  food  uniformly 
appetizing.   Trainees  begin  to  criticize  the  program  as  a  whole 
and  staff  members  individually.   The  primary  expectations  of 
the  staff  are  modified  by  better  reality  judgments. 

Although  it  is  not  easy  to  put  this  into  words,  much  of 
the  forward  movement  of  the  Rehabilitation  Center  gathers  its 
dynamism  from  this  climate  of  personal  interaction. 

Because  the  program  is  a  residential  one  and  because 
groups  of  sixteen  trainees  enter  and  terminate  their  work  on 
specified  dates  sixteen  weeks  apart,  there  is  an  opportunity  to 
watch  not  only  increasing  proficiency  in  skills  but  the 
evaluation  and  development  of  newly  blinded  individuals  as  they 
begin  to  cope  with  the  multiple  problems  of  new  blindness. 
Naturally  there  are  some  trainees  who  even  while  they  develop 
certain  physical  skills,  find  tremendous  difficulty  in  facing 
within  themselves  the  painful  emotional  reactions  which  begin 
to  emerge  as  the  real  impact  of  their  own  blindness  becomes 
more  deeply  felt. 

Perhaps  the  principal  psychic  mechanism  by  which  trainees 
seek  to  evade  the  emotional  recognition  of  blindness  is  that 
of  denial.   It  often  takes  the  form  of  a  conscious,  intellectual, 
verbalized  acceptance,  masking  an  unconscious,  emotional  and 
unverbalized  refusal  to  accept  it.   This  internal  struggle 
itself  is  utilized  to  foster  in  depth,  a  success  of  the 
rehabilitation  program. 
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I  cannot  over-stress  the  improtance  of  the  emotional  climate 
in  the  center.   I  cannot  over-stress  the  importance  of  the  impact 
of  staff -trainee  encounter.   Out  of  much  toil  and  suffering  may 
emerge  the  person  who  is  more  truly  liberated  from  the  crippling, 
emotional  consequences  of  new  blindness. 

This  is  the  essential  soil  from  which  the  more  complete 
rehabilitation  takes  its  root.   It  is  not  a  perfect  system  and 
we  really  hope  it  is  not  a  system  at  all.   Rather  we  believe  a 
growing  recognition  that  flexibility,  individuality  and  a  better 
awareness  in  depth  of  what  people  are  like  makes  a  program.   The 
day  it  becomes  a  system  it  will  lose  something  of  its  meaning. 
I  do  not  wish  to  give  the  impression  that  there  is  no  need  for 
structure  or  discipline,  but  things  go  better  when  the  structure 
and  discipline  evolve  from  within,  rather  than  as  a  result  of 
imposition  from  without. 
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The  Jewish  Guild  for  the  Blind  30 

New  York,  New  York 

Frances  T.  Dover,  Assistant  Administrative  Director, 

in  collaboration  with  Carries  Johannes en,  Evaluation  Counselor 


PROGRAM  FOR  BLIND,  MULTI -HANDICAPPED  YOUNG  ADULTS 


Each  work  day,  the  Columbus  Circle  area  ±b   witness  bo 
a  scene  which  only  a  few  years  ago  would  have  been  considered 
unlikely.   A  number  of  young  people,  singly  and  with  a  determiner 
stride,  walk  with  their  canes  from  nearby  subways  and  buses  bo 
The  Jewish  Guild  for  the  Blind.   At  first,  the  inexperienced 
observer  is  only  conscious  of  the  fact  that  these  young  people 
look  atypical.   At  a  closer  look,  one  might  quite  readily 
discern  awkwardness  in  gait,  a  peculiar  rolling  motion  of  the 
body,  spastic  movements,  the  wearing  of  hearing  aids,  and  visual 
impairment.   But  even  the  most  astute  observer  would  not  encompass 
a  blandness  of  expression  characteristic  of  the  mentally  de- 
ficient, nor  emotional  disturbance  which  shows  itself"  in  many 
fears,  sociopathic  behavior,  uncontrolled  rage  outbursts,  or 
marked  over-all  immaturity. 

These  are  the  multi-handicapped  young  adults,  23  in  all. 
who  have  been  in  a  special  program  for  the  last  three  years e   It 
is  this  program  which  I  would  like  to  describe  from  the  vantage 
point  of  administration,  which  has  had  to  assume  responsibility 
for  over-all  planning  and  which  has  had  to  be  close  to  all  of 
the  operational  aspects. 

Firstly,  a  few  words  about  the  agency.   The  Jewish  Guild 
for  the  Blind  has  been  in  existence  for  53  years.   It  is  family- 
oriented,  multi-functioning,  non-sectarian,  geographically  not 
limited,  serving  blind  and  those  visually-handicapped  who  may  not 
fall  within  the  classification  of  legal  blindness.   The  Guild 
has  a  group  residence  for  the  aged  blind,  an  ungraded  school  for: 
blind-retarded  children,  a  licensed  psychiatric  clinic  for 
children,  an  experimental  day  treatment  center  for  the  more 
severely  damaged  young  child,  case  work,  group  work  and  recreation.. 
vocational  rehabilitation,  including  sheltered  workshops, 
medical  and  volunteer  services. 

In  this  expansive  array  and  network  of  services,  the 
concept  of  helping  the  severely  damaged,  multi-handi . appsd 
individual  and  his  family  is  neither  new  nor  unique  to  the 
agency.   The  innovative  aspects  of  the  current  program  lie  in 
the  systematic,  persistent,  optimistic  and  creative  blending  rf 
all  the  existing  services.   The  programming  cf  these  servic 
was  not  based  on  clear  theoretical  formulations,  or  research 
findings.   It  was  an  action  program  using  agency  experience „ 
More  importantly,  there  wore  philosphic  considerations  that 
agency  had  a  special  obligation  nob  to  turn  its  back  on  clearly 
demonstrated  needs. 
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Many  of  the  23  members  in  this  program  were  known  to 
The  Guild  from  an  early  age.   Some  of  these  were  among  the 
first  RLF  children  who  attended  The  Guild  Nursery  School. 
We  have  reams  of  recorded  data  with  individual  diagnosis. 
These  are  also  some  of  the  cases  where  the  parents  were  torn 
asunder  with  conflict  about  whether  or  not  to  institutionalize 
their  children.   With  few  exceptions,  the  decision  was  made 
to  keep  the  child  at  home.   The  parents  knew  that  their 
children  were  atypical,  not  because  of  their  blindness,  but 
because  their  growth  and  development  had  proceeded  abnormally. 

As  these  youngsters  moved  into  adolescence  and  young 
adulthood,  they  met  with  rejection  everywhere.   The  schools 
could  not  keep  them  beyond  a  certain  age,  since  they  were 
non-learners  and  were  not  benefitting  from  school.   They  could 
not  fit  into  any  existing  vocational  program  because  they  were 
unable  to  meet  the  minimum  standards  for  sheltered  work. 

In  the  summer  of  1963,  The  Guild  initiated  a  day  camp 
for  those,  who  because  of  marked  retardation,  emotional 
disturbance,  neurological  deficits,  or  other  physical- 
psychological  problems  were  not  acceptable  in  existing  camping 
facilities.  Among  the  37  campers  were  several  young  people 
ranging  in  age  from  16  to  26,  who  functioned  on  an  extremely 
low  level.   They  had  minimal  skill  in  personal  care.   Their 
spatial  orientation  was  extremely  poor;  they  had  no  awareness 
of  the  meaning  of  peer  relationship,  or  indeed,  how  to 
communicate  inter-personally. 

In  evaluating  the  summer  experience,  benefits  were  clearly 
visible  for  these  older  participants.   The  overwhelming  lethargy 
which  characterized  this  group  had  greatly  lessened.  Some 
even  showed  enthusiasm  for  certain  activities. 

When  the  summer  ended,  consideration  was  given  to  continue 
with  a  group-centered  program  for  those  adolescents  and  young 
adults  who  would  be  returning  home  to  an  idle  existence.   There 
were  urgent  and  vocal  appeals  from  the  parents  who  felt  aban- 
doned by  the  community.   They  were  seeking  some  relief  from 
the  constant  burden  of  caring  for  these  children.   They  had 
found  that  the  summer  at  camp  had  offered  them  the  kind  of 
relief  they  were  seeking.   We  knew  that  the  multi -handicapped 
young  person  affected  the  entire  family  in  ways  which  kept  the 
family  in  a  constant  state  of  stress.   The  parents  often 
shifted  in  their  attitudes  toward  the  handicapped  child  between 
total  rejection  and  extreme  over  protection.   The  general 
atmosphere  in  the  home  was  frequently  one  of  discouragement, 
diffuse  anger,  strain,  discord,  a  sense  of  helplessness  and 
defeat. 
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In  January  of  I96I4.,  The  Guild  undertook  to  provide  a 
two-day-a-week  experimental  crash  program,  to  run  for  one  year, 
for  a  selected  number  of  these  young  people.   It  was  recognized 
that  even  such  a  limited  undertaking  would  require  substantial 
investment  of  staff  and  funds  and  that  the  results  might  be 
minimal.   The  objectives  were  seen  in  general  terms  as  offering 
these  young  people  an  opportunity  in  an  atmosphere  of  acceptance 
and  encouragement,  to  test  and  use  their  maximum  capacities  for 
training  in  activities  of  daily  living.   We  painfully  avoided 
placing  emphasis  on  vocational  preparation  or  vocational  goals, 
becuase  we  considered  unlikely  that  any  significant  number  of 
these  multi -handicapped  young  adults  could  move  into  a  work 
situation.   We  were  happily  proven  quite  wrong  in  our  prog- 
nostication! 

For  the  parents,  group  counseling  was  provided  because 
they  needed  a  forum  where  they  could  exchange  feelings  with  one 
another;  where  they  could  help  each  other  relieve  some  of  their 
guilt  and  some  of  their  sense  of  worthlessness  and  where  they 
could  express  their  long  endured  hostility  towards  the  various 
agencies,  who,  they  felt,  should  have  shared  more  of  the 
responsibility  in  providing  services. 

The  program  began  with  five  young  people,  three  males  and 
two  females.  Six  additional  young  people  joined  the  group  during 
the  first  year,  making  a  total  of  eleven.  All  members  with  the 
exception  of  one,  tested  on  a  retarded  level.   Two  of  the  group 
had  been  in  Letchworth  Village,  an  institution  for  the  mentally 
retarded,  for  the  major  part  of  their  lives.   The  predominant 
cause  of  blindness  was  RLF.   About  half  were  totally  blind, 
with  the  others  having  slight  residual  vision.   Organic  brain 
damage,  epilepsy,  heart  disease,  severe  hearing  loss,  were  some 
of  the  other  disabilities  present. 

The  group  met  twice  a  week  with  a  group  leader.   Emphasis 
was  placed  in  helping  each  member  to  participate  verbally  in 
group  discussions.   These  discussions  were  planned  on  a  very 
simple  level,  pertaining  to  matters  which  were  of  common  interest. 
Reaction  was  encouraged  by  the  group  leader  around  the  various 
teaching-learning  activities  in  which  the  members  were  involved, 
such  as  mobility  and  orientation  instruction,  physical  fitness, 
self  grooming,  communication  skills,  etc.   The  group  leader  acted 
as  the  coordinator  of  the  total  program.   He  was  aware  of  the 
special  problems  each  member  was  encountering.   The  leader  was 
thus  able  to  provide  the  reinforcement  for  any  achievement,  no 
matter  how  seemingly  insignificant.   Later,  when  the  group 
became  more  solidified,  it  became  itself  an  important  reinforcing 
and  supportive  agent,  with  recognition  of  individual  effort. 


JL 


ff  • 


p.-<   f  f 


I'll  !    ■' : 


ft  ff  E»  T 


...  r 


3  snrj  ":- 

.....  r.      .. .  r   f 


>•.     .  .-.•   •■.,; 


.-•:  ■'■■■  D  [  -  r><  :.irio    od 

'  ,.■•  .Cd'c." :,'     '     '    -•■-.- 


:■•.!' 


33 
Frances  T.  Dover  -  Continued 

Each  member  was  also  known  to  a  caseworker  who  i-Jorked  closely 
with  the  family  and  kept  the  group  leader  fully  advised  about 
the  total  case  situation.   There  was  close  and  continuous 
colloboration  among  all  of  the  disciplines  involved.   Joint 
meetings  were  held  frequently  where  experiences  were  shared  and 
new  approaches  developed  in  a  cohesive  and  planful  way. 

A  most  significant  feature  of  the  program  through  its 
entirety  has  been  the  availability  of  a  highly-competent 
consulting  psychiatrist  for  one  half  day  each  week.   The 
psychiatrist  had  been  involved  in  evaluating  each  new  admission 
to  the  group,  in  meeting  with  the  staff  as  a  member  of  the 
operational  team,  and  in  helping  staff  to  understand  dynamics 
of  behavior  when  management  problems  or  psychotic  manifestations 
presented  themselves.   The  psychiatrist  also  provided  short-term 
psychotherapy  where  indicated.   In  one  very  serious  situation, 
the  young  adult  needed  brief  periods  of  hospitalization. 
However,  with  medication  and  psychiatric  supervision  in  the 
program,  he  was  maintained  in  the  group  and  eventually  moved 
into  a  work  situation  outside  of  the  agency.   This  young  man 
has  been  diagnosed  as  schizophrenic.   The  existence  of  the 
program  and  the  unwillingness  of  the  agency  to  assume  risks 
involved  in  having  him  continue  in  the  group,  shortened  his 
hospital  stay  and  enabled  him  to  remain  in  remission  for  longer 
periods  of  time. 

In  assessing  the  results  of  the  first  year,  we  found  that 
in  four  of  the  eleven  participants  there  were  dramatic  changes. 
Two  became  employed  in  The  Guild's  workshop  and  two  became  in- 
volved in  pre-vocational  training  with  a  view  toward  sheltered 
work.   Marked  improvement  in  mobility,  orientation,  eating, 
dressing,  personal  grooming  and  verbal  communication  was  noted 
for  four  more  members.   No  progress  was  reported  for  two,  while 
one  member  had  to  leave  the  program  because  of  her  overly 
aggressive,  attacking  behavior  which  constituted  a  physical 
danger  to  the  rest  of  the  group.   In  view  of  these  very  encour- 
aging results,  the  Board  of  The  Guild  voted  to  expand  the  program 
to  a  full  five  day  week  to  continue  the  group  as  a  part  of  the 
agency's  total  service.   The  expanded  program  continued  to  have 
its  main  focus  on  the  group  experience.   A  full  time,  trained 
social  group  worker  was  assigned  to  the  program  and  served  as 
the  adult  model,  the  stabilizing  figure  to  Xi7hom  the  members 
relate  continuously.   The  leader  not  only  acts  as  a  model 
for  identification,  but  he  defines  the  rules  which  have  to  be 
subscribed  to  in  human  relationships.   lis  teaches  by  example 
and  with  words  what  is  acceptable  behavior  in  different  sit- 
uations -  in  a  public  restaurant,  on  a  ferry  to  Staten  Island, 
or  when  he  helps  one  of  the  members  to  open  a  small  account  in 
the  neighborhood  bank.   The  leader  holds  reality  before  the 
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group  and  helps  each  member  to  incorporate  the  learning  and 
socializing  experience  in  his  own  way  and  to  the  extent  of  his 
own  capacity.  A  brief  shopping  trip,  enabling  each  member  to 
choose  something  of  meaning,  learning  how  to  pay  for  the 
article,  getting  change,  talking  to  a  salesman  -  offered 
learning  through  live  experiences.   But  as  his  learning  takes 
place,  the  earlier  patterns  of  behavior  still  operate  and 
sometimes  the  old  patterns  are  used  to  test  acceptance  as  in  the 
following  instance. 

Ralph  is  a  brain  damaged  young  man  who  has  suffered 
physical  and  verbal  abuse  all  of  his  life.  Hitting  and  striking 
with  his  fists  was  the  only  way  he  knew  how  to  communicate.  He 
is  now  a  productive  worker  in  The  Guild  shop  and  a  graduate 
from  the  program.   He  has  continued  to  feel  a  closeness  to  his 
former  group  leader,  perhaps  the  only  closeness  to  another 
person  he  has  ever  felt  in  his  life.   A  short  time  ago,  on 
meeting  each  other,  the  leader  invited  him  for  lunch.   He  was 
delighted  and  they  had  a  pleasant  time  together.  As  they 
returned  and  reached  the  door  of  The  Guild,  Ralph  socked  the 
leader  in  the  arm  with  all  his  might.  After  regaining  his 
composure,  he  asked  why  he  did  it.   "Only  to  make  sure  that  we 
are  still  friends"  was  his  response. 

With  the  expanded  program,  there  was  more  time  and  thought 
devoted  to  physical  recreation  through  physical  fitness  activities 
At  the  beginning,  these  were  mostly  geared  to  improve  posture 
through  exercise  and  the  teaching  of  swimming  at  various  levels. 
(It  will  be  of  interest  to  note  that  a  neighborhood  Y  agreed 
to  permit  the  use  of  their  gymnasium  and  swimming  pool  for  these 
activities.   At  first,  they  were  quite  apprehensive.   Later, 
one  of  their  lifeguards  became  so  intrigued  with  the  teaching 
methods  used  and  the  response,  that  he  volunteered  to  give  up 
his  lunch  hour  to  assist  the  instructor.)  We  have  now  moved  to 
the  development  of  competitive  games  to  generate  greater  interest. 
Teams  have  been  formed  and  much  enthusiasm  has  emerged.   The 
group  has  taken  initiative  in  setting  up  these  play  games  and 
arranging  the  teams.   This  part  of  the  program  has  been  described 
in  detail  in  the  New  Outlook  for  the  Blind  in  September,  1966. 

With  boldness  and  conviction  that  we  could  only  proceed 
toward  greater  achievement,  the  agency  made  provisions  for  the 
group Ts  own  club  to  be  constructed  next  to  the  training  shop. 
A  strong  work  simulation  was  added.   There  was  a  shift  in 
emphasis  towards  vocational  goals  for  those  individuals  for 
whom  this  seemed  feasible.   The  VRS  of  the  New  York  State 
Commission  for  the  Blind  and  Visually-Handicapped  was  involved 
in  those  individual  cases  where  we  could  plan  jointly.   Nine 
hours  a  week,  and  for  some  even  more,  are  now  spent  in  work 
simulation  activities  under  the  leadership  of  an  evaluation 
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counselor.   Mr.  Johannesen  has  developed  some  skillful  and 
ingenius  devices  to  help  these  young  people. . (Some  of  these 
were  demonstrated  for  the  audience  by  Mr.  Johannesen  and  are 
described  below. ) 

Many  of  our  clients  have  poor  finger  dexterity  and 
pronounced  weakness  in  their  hands.   To  offset  this  inadequacy, 
we  have  been  working  with  the  finger  dexterity  box  and  handgrips 
wired  to  a  production  counting  device.   The  finger  dexterity 
box  has  a  series  of  holes  in  which  the  fingers  may  be  inserted. 
Each  one  of  the  finger  holes  is  equipped  with  a  spring  button 
to  offer  resistance.   The  buttons  are  connected  electrically  to 
a  control  panel  and  a  specific  finger  is  dialed  in  on  the  panel. 
The  button  that  is  pressed  will  ring  a  bell  if  it  corresponds  to 
the  finger  dialed  on  the  panel.   This  device  offers  the  client 
an  opportunity  to  exercise  the  fingers  as  well  as  to  learn  to 
differentiate  between  fingers. 

A  number  of  Young  Adults  are  unable  to  count  accurately. 
Special  devices  in  our  sheltered  workshops  have  enabled  them  to 
work  on  many  of  the  production  jobs  that  require  counting.   The 
large  majority  of  the  counting  jobs  in  our  workshops  involve 
up  to  20  items.  We  have  bored  20  holes  through  a  flat  rect- 
angular board  placed  over  an  inclined  chute  and  attached  to  it 
by  a  hinge  at  the  top.  An  item  is  placed  in  each  hole.  When 
all  the  holes  are  filled,  the  client  releases  the  items  down 
the  chute  by  lifting  the  board.   The  items  are  then  free  to 
slide  down  the  chute  by  lifting  the  board.   The  items  are  then 
free  to  slide  down  into  a  bag  placed  over  a  spout  at  the  bottom 
of  the  chute.   If  fewer  than  20  articles  are  to  be  packaged, 
tape  is  placed  over  the  superfluous  holes. 

A  counting  device  has  also  been  used  in  the  mobility  unit 
to  enable  the  client  to  travel  independently  by  counting  the 
subway  stops  to  the  agency  and  back.   A  rubber  finger,  commonly 
used  for  clerical  purposes  is  placed  on  the  thumb  of  the  right 
hand  when  the  client  boards  the  subway  train.   When  the  doors 
close  and  the  train  leaves  each  station,  the  rubber  finger  is 
moved  to  the  next  finger  of  the  hand.   This  procedure  is  con- 
tinued until  the  client  has  traveled  the  required  number  of 
stops  to  his  destination.   If  the  trip  involves  more  than  10 
stops,  the  rubber  aid  is  returned  to  the  thumb  of  the  right  hand 
and  the  procedure  is  repeated.   The  tip  of  the  rubber  finger  is 
cut  off,  thus  permitting  the  client  to  store  it  on  the  cane 
when  it  is  not  in  use. 

Thus,  from  an  isolate,  idle,  lethargic  existence,  time  has 
assumed  great  value.   For  each  of  these  young  people,  there  are 
now  important  reasons  to  get  out  of  bed,  to  think  about  the  day 
ahead,  to  have  interests  and  experiences  which  can  be  shared 
with  other  members  of  the  family  and  to  feel  that  one  has  a 
place  among  men. 
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In  the  three  years,  we  have  served  a  small  number  -  23 
young  people,  in  age  from  16  to  28,   The  largest  number  has 
been  in  the  early  twenties.   The  average  stay  in  the  program 
has  been  12  months.   Three  members  have  remained  for  the  whole 
period  since  the  beginning.   Of  the  17  who  have  been  discharged, 
II4.  either  work  or  have  moved  out  of  the  state  with  a  work  goal. 
Ten  of  the  members  have  been  totally  blind;  the  others  have 
minimal  unfocused  vision.   Two  of  those  working  have  extreme 
hearing  loss.   Most  of  the  members  have  tested  in  the  I4.O  to  60 
IQ  range.   Two  of  our  surprising  successes  were  young  men  in 
their  twenties  who  spent  many  years  in  an  institution  for  the 
retarded  where  one  tested  an  IQ  at  20.   After  one  and  a  half 
years  in  the  group,  both  learned  self- travel. 

Our  Consulting  Psychiatrist,  Dr.  Edith  Jurka  has  stated: 
"The  over-all  picture  of  the  group  defies  categorization. . .one 
finds  evidence  of  a  generalized  or  spotty  brain  dysfunction  in 
most  of  these  young  people.   One  finds  such  defects  and  disruption 
of  normal  ego-development  that  it  is  not  usually  possible  to 
make  a  diagnosis  in  the  psychoanalytic  frame  of  reference. . .The 
basic  therapeutic  method  from  a  psychiatric  standpoint  is  similar 
to  that  which  one  uses  with  young  children  who  have  been  deprived 
of  mothering.   It  is  the  creation  of  a  milieu  where  they  can 
actively  experience  feelings  from  other  people,  and  learn  what 
it  is  like  to  interact  with  them." 

The  Talmud  says  "He  who  preserves  one  life  -  as  if  he 
has  preserved  a  whole  world."   (Talmud  -  Sanhedrin  37:1) 
There  are  many  lives  to  be  preserved.   Together  we  can  do  the 
job. 
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Mary  K.  Bauman 
Personnel  Research  Center 
160/4.  Spruce  Street 
Philadelphia,  Pennsylvania 

RESEARCH  FOR  THE  MULTIPLY  HANDICAPPED  BLIND  PERSON 

As  I  approach  this  topic,  I  feel  that  perhaps  the  most 
honest  way  of  dealing  with  it  would  be  simply  to  say  that  there 
is  almost  no  research  related  to  the  multiply  handicapped  blind 
person  and  drop  the  discussion  there.   On  the  other  hand,  one 
can  make  a  good  bit  out  of  some  related  material,  and  I  should 
like  to  leave  at  least  a  few  thoughts  with  you. 

Such  research  as  can  be  found  which  squarely  points  to 
the  multiply  handicapped  blind  person  as  its  subject  is  chiefly 
with  children,  not  adults.   To  some  extent  the  amount  of 
research  depends  on  how  we  define  research  itself.   If  we 
accept  as  "research"  only  formal,  well  controlled  studies  with 
statistically  significant  numbers  involved,  it  would  be  fair 
to  say  that  with  children  or  adults  such  research  is  totally 
lacking.   Many  writers  are  quite  ax^are  of  this  and  most  of  them 
say  that  the  reason  is  that  there  are  too  few  persons  available 
to  be  subjects. 

I  would  agree  with  this.   There  are  many  multiply  handicapped 
blind  persons.   It  is  not  so  much  that  they  are  few  in  total 
number  but  that  they  are  too  different.   Multiply  handicapped 
means  many  kinds  of  handicaps,  and  often  it  means  more  than 
simply  blindness  and  one  other.   It  is  not  unusual  to  find 
three  or  four  quite  clearly  defined  handicaps  along  with  blindness 
and  these  appear  in  such  varied  combinations  that  it  is  indeed 
difficult  for  the  research  worker  to  find  individuals  sufficiently 
alike  to  be  the  subject  of  specialized  studies. 

Another  reason  for  difficulty  in  organizing  research  studies 
and  still  more  for  comparing  research  studies  is  the  fact  that 
the  handicaps  are  poorly  defined.   In  many  cases,  there  is  no 
clear  professional  or  legal  definition  of  any  one  of  the  handi- 
caps except  perhaps  blindness  which  has  a  fairly  well  established 
legal  definition  even  though  many  people  quarrel  with  it.   The 
National  Study  Committee  on  the  Education  of  Deaf -Blind  Children 
has  given  that  group  a  definition:   "a  deaf -blind  child  is  one 
whose  combination  cf  handicaps  (disability)  prevents  him  from 
profiting  satisfactorily  from  educational  programs  provided 
for  the  blind  child  or  the  deaf  child."  While  this  definition 
leaves  much  to  the  judgment  of  the  individual  working  with  the 
child,  it  is  at  least  a  starting  place.   On  the  other  hand, 
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Peter  Salmon,  an  outstanding  leader  in  work  with  the  deaf -blind, 
claims  that  deaf -blindness  is  "a  new  and  totally  separate  dis- 
ability."  In  other  words,  the  combination  creates  something 
which  is  not  merely  a  sum  of  the  parts.   In  addition,  there  is 
fairly  clear  evidence  with  regard  to  the  deaf -blind  that  it  is 
important  to  determine  which  handicap  occurred  first.   Is  this 
a  deaf  person  who  became  blind,  or  a  blind  person  who  became 
deaf?   On  even  these  grounds  vast  differences  depend. 

Where  other  combinations  of  handicaps  occur,  definitions 
are  usually  lacking.   Mental  deficiency  is  also  combined  with 
blindness,  but  how  much  mental  deficiency  with  how  much  blindness 
presents  a  new  problem.   Emotional  difficulties  are  often  combined 
with  blindness,  but  they  are  a  whole  pattern  of  wide  variations 
within  themselves.   Various  problems  of  spasticity  and  other 
types  of  lack  of  control  of  movement  often  occur  with  blindness, 
but  it  is  necessary  to  define  in  some  detail  the  nature  of  these 
movement  patterns  or  limitations  in  order  to  define  this  multiple 
handicap.   Brain  damage  very  frequently  occurs  with  blindness, 
but  this  is  the  least  well  defined  or  measured  of  all  physical 
handicaps,  varying  from  a  mere  suspicion  argued  from  simple 
evidence  to  known  massive  damage. 

For  a  far  better  discussion  of  this  area  by  an  authority, 
I  should  like  to  quote  from  Cruickshank:   "The  definition  of 
the  multiple -handicapped  child  is  both  simple  and  complex.   It 
is  simple  in  its  very  title:   any  child  with  more  than  one 
physical  or  mental  disability  which  requires  special  services 
or  which  makes  his  adjustment  impossible  in  the  home  or  in  the 
regular  class  of  his  neighborhood  school  is  a  multiple -handicapped 
child.   This  only  partially  tells  the  story,  for  the  possible 
combinations  of  disabilities  are  immense,  and  it  is  in  these 
combinations  that  educators,  psychologists,  and  medical  personnel 
become  confused  and  oftentimes  discouraged  --  discouraged  to 
the  point  of  professional  immobility.   The  emotionally-disturbed 
blind  child,  the  mentally-retarded  blind  child,  the  brain-injured 
blind  child,  the  epileptic  blind  child,  the  deaf -blind  child, 
the  hard -of -hearing  blind  child   —   these  are  multiple  dis- 
abilities traveling  in  twos.   The  emotionally-disturbed,  brain- 
injured  blind  child j  the  mentally-retarded  epileptic  blind 
child;  the  emotionally  disturbed,  brain  injured,  epileptic 
•blind  child  with  endocrine  disturbances   --  these  are  facets 
of  the  problem  which  add  the  note  of  complexity  to  the 
definition  which  once  appeared,  so  simple."   (9) 

As  one  reviex^s  the  literature  on  the  multiply  handicapped, 
one  wonders  if  the  research  workers  are  not  obsessed  with 
counting.   Many  of  these  articles  are  simply  efforts  to  say  how 
many  of  what  kinds  of  persons  of  what  kinds  of  services  exist. 
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In  part,  this  is  no  doubt  because  counting  is  about  the 
easiest  thing  we  can  do,  and  it  might  be  very  useful  except  that 
many  of  those  who  do  the  counting  do  not  agree  on  the  definition 
of  what  they  are  counting.   As  a  result,  confusion  and 
contradiction  reign. 


■o1 


Also,  if  one  goes  back  very  far  in  the  literature,  other 
sources  of  inaccuracy  appear.   Numbers  coming  from  records  many 
years  ago  are  inaccurate  because  the  schools  simply  rejected 
the  multiply  handicapped.   In  those  days,  it  was  impossible  to 
find  and  count  them,   Pauline  Moore  in  1966  in  a  report  for 
the  National  Institute  of  Neurological  Diseases  and  Blindness 
states  that  one  out  of  sixteen  births  shows  some  neurological 
deviation;  fortunately,  not  all  of  these  are  blind,  but  this 
gives  us  some  sense  of  how  frequently  potential  problems  appear. 
Cicenia  in  1965  said  that  there  were  between  ten  and  twenty 
thousand  blind  multiply  handicapped  children  in  the  United 
States.   Dauwalder  in  1961}.  in  a  survey  based  on  the  statements 
of  ophthalmologists  reported  an  incidence  of  2k..$2%   of  multiply 
handicapped  children  among  those  who  were  totally  blind.   Thus, 
the  numbers  are  indeed  impressive. 

Many  research  studies  suffer  not  only  from  problems  of 
definition  but  also  from  problems  of  method.   If  counting  is 
the  easiest  way  to  collect  information,  the  next  easiest  is 
sending  out  a  questionnaire.   However,  these  questionnaires 
are  not  always  well  planned,  and  they  are  often  sent  to  a 
poorly  balanced  sample,  and  painfully  often  lack  any  form  of 
check.   One  study  which  seems  to  merit  particular  mention 
despite  the  fact  that  it  centered  in  a  single  residential 
school  is  that  of  Bucknam.  (I).)   He  studied  a  group  of  137  children 
under  the  age  of  21,  and  this  group  is  rather  thoroughly 
reviewed  with  a  history  taken  by  a  social  worker,  a  pre-admission 
physical  examination,  regular  psychometric  evaluation,  screening 
for  hearing,  some  information  from  a  neurologist  and  a  child 
psychiatrist,  and  in  some  cases  an  electroencephalogram.   He 
indicates  that  in  a  group  of  96  children,  67  have  psychiatric 
disorders  in  addition  to  blindness,  I{_5>  have  mental  retardation, 
39  have  epilepsy  or  other  brain  damage,  11  cerebral  palsy,  6  a 
hearing  loss,  and  9  miscellaneous  other  multiple  handicaps  * 
Not  only  do  these  96  out  of  137  children  have  multiple  handicaps, 
but  there  is  a  significant  appearance  of  these  among  those  who 
are  less  intelligent  and  in  the  younger  age  groups.   One  wishes 
that  equally  thorough  studies  could  be  reported  from  non- 
residential settings. 

Another  interesting  article  is  that  of  L.  E.  Miner 
concerning  the  incidence  of  speech  deviations  in  blind  children. 
In  a  study  of  293  children  in  two  residential  schools  he  found 
nearly  2k%   to  have  some  form  of  speech  deviation.  (28) 
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In  this  field  of  the  multiply  handicapped,  one  is  inclined 
to  say  that  the  deaf -blind  are  singularly  fortunate.   One  might 
indeed  say  this  simply  on  the  fact  that  they  have  had  Peter  Salmon 
interested  in  them.   His  leadership  in  this  field,  the  magnitude 
of  the  contribution  he  has  made  in  itself  places  this  one  group 
in  an  advantaged  position.   We  also  have  the  register  of  the 
American  Foundation  for  the  Blind  which  in  1965  showed  Ij.17 
deaf -blind  persons.   Dinsmore  felt  that  this  was  about  half  the 
actual  population  and  pointed  out  that  the  smallness  of  this 
group  is  one  of  the  limiting  factors  for  study.  Waterhouse  in 
talking  of  the  number  of  deaf -blind  at  Perkins,  which  is  one  of 
the  rare  centers  which  trains  them,  said  that  they  never  had 
as  many  as  forty  at  any  one  time.   He  felt  that  the  next  largest 
training  institution  for  this  special  group,  Alabama,  never  had 
more  than  thirty  at  one  time,  and  that  in  England  they  never  had 
more  than  twenty.   Thus,  this  scattered  and  small  population  of 
persons  with  the  problems  of  deaf -blindness  do  indeed  present 
the  additional  problem  of  being  quite  difficult  to  reach  for 
research  studies.   Yet,  the  work  at  the  Industrial  Lome  for  the 
Blind  culminating  in  a  publication  "New  Frontiers  for  Research 
on  Deaf -Blindness"  certainly  points  the  way  for  these  very 
specialized  problems.   (3&) 

Today  everyone  is  talking  about  the  rubella  epidemic  and 
its  possible  effects  in  increasing  problems  of  blindness  plus 
other  handicaps.   We  still  do  not  know  how  many  persons  have 
been  affected  by  this. 

The  mentally  retarded  blind  have  received  increasing 
attention  over  recent  years  as  concern  for  mental  retardation 
in  general  has  increased.   An  effort  to  get  information  on  the 
numbers  involved  here  is  quickly  frustrated  by  the  lack  of 
agreement  among  "authorities."   The  American  Printing  House 
believes  that  in  both  residential  and  day  schools  7.9$  of  the 
blind  are  mentally  retarded.   Paraskeva  and  Cohen  give  different 
percentages  based  on  different  sources  of  information.   One  of 
the  problems  in  this  area  unquestionably  is  the  old  errors  of 
diagnosis  which  make  counting  of  mentally  retarded  blind  adults 
quite  difficult.   Yoder,  for  example,  has  found  a  number  of 
blind  persons  in  institutions  for  the  mentally  retarded,  placed 
there  as  a  kind  of  dumping  group  for  unwanted  individuals 
apparently.   Some  of  these  have  been  quite  successfully  brought 
out  of  the  institutions,  trained  and  placed  in  work  in  which  they 
have  become  self-supporting  and  happy  members  of  the  community. 

We  may  sum  up  the  counting  aspect  of  research  with  the 
statement  that  Hilton  Graham  at  the  American  Foundation  for  the 
Blind  now  has  a  grant  or  has  just  completed  work  on  a  grant  to 
study  the  incidence  of  other  handicaps  with  blindness,  to  defifl^ 
the  needs  and  to  plan  for  teacher-training  related  to  these  proble 


or;  •  :.i 


;A     — 


-        . 


.    .       r  r  ..      . 


;.£•;    ■-  r; 


.■.!:">  ]'"•;    "  "  ■•;-;     \-jn: 


f  : 


0  i-as.     ■  f. 


;  <ci 


:■  i 


• 


!fi 


■y  C.: 


Mary  K,  Bauman  -  Continued 

In  this  literature  xdiat  most  nearly  resembles  the  classic 
research  pattern  are  a  couple  of  special  studies.   George  Haspiel 
has  reported  on  a  complete  evaluation  of  60  children  in  whom 
blindness  and  emotional  disturbance  were  combined.   His  emphasis 
is  upon  the  study  of  communication  which  he  finds  seriously  dis- 
organized in  these  children.   Guess  in  1965  reported  on  an  in- 
vestigation of  blindness  and  stereotyped  behavior  such  as  swaying, 
rocking,  eye -poking  and  shaking  the  hand  before  the  eyes.   It 
is  not  surprising  to  any  of  us  who  have  worked  with  these  children 
that  Guess  found  far  more  of  this  behavior  among  the  blind  than 
among  the  sighted.   Stone  in  1961|  also  reported  on  two  types  of 
mannerisms  among  the  mentally  retarded  blind.   He  studied  the 
rocking  and  hand  clapping  types  of  behavior  and  felt  that  rocking 
was  clearly  related  to  withdrawl  while  hand  clapping  was  an 
alerting  behavior.   Significantly,  he  found  differences  in  the 
EEG  patterns  with  these  two  types  of  behavior.   Some  other  EEG 
studies  reported  in  the  literature  are  rather  contradictory  or 
inconclusive,  but  this  is  quite  possibly  an  area  in  i^hich 
eventually  we  will  find  a  method  for  getting  helpful  information. 
This  method  does  not  yet  seem  to  be  fully  developed  or  perhaps 
I  should  say  we  do  not  yet  fully  know  how  to  interpret  what  the 
EEG  gives  us  with  regard  to  blind  persons, 

Seelye  and  Thomas  studied  the  feasibility  of  mobility  with 
the  multiply  handicapped.   Their  study,  however,  merely  consists 
of  a  report  on  three  different  children,  one  with  cerebral  palsy. 
one  with  auditory  limitations,  and  one  itfith  a  low  I.Q.  resulting 
from  brain  tumor  and  operative  procedures.   All  these  children 
were  able  to  be  trained  in  mobility  and  appeared  to  have  improved 
self-images  and  certainly  much  better  ability  to  interact  with 
their  environment  as  a  result.   (l+O) 

Cohen  in  1966  followed  up  56  children  whom  he  had  seen 
earlier  and  reports  a  high  incidence  of  I.Q.s  below  70  in 
children  with  birth  weight  under  1500  grams.   He  particularly 
notes  that  the  comprehension  subtest  on  the  WISC  tended  to  be 
low  in  these  children.   He  felt  that  on  the  basis  of  his 
information  it  was  difficult  to  know  i^hether  the  emotional 
problems  which  he  found  in  these  children  or  the  physical  problems 
had  come  first,  but  it  seems  quite  possible  that  each  intensified, 
the  other.   To  his  confusion  —  and  to  the  confusion  of  all  of  us 
who  work  with  these  complex  children  —  some  children  with  gross 
multiple  handicaps  made  good  academic  progress  and  developed 
normal  personalities.   It  is  these  children  who  give  us  hope  J 
Elonen,  Polzien,  and  Zwarensteyn  have  reported  on  what  they 
call  "uncommitted"  children.   These  were  children  who  were 
brought  out  of  institutions  for  the  mentally  defective,  placed 
in  residential  schools  with  intensive  attention  and  in  some  cases 
progress  was  noted.   Again,  we  have  what  seems  to  be  a  too  hasty 
abandonment  of  some  children  to  institutions. 
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As  I  have  said  earlier,  all  of  this  work  centers  in 
children,  and  we  have  no  real  study  of  multiply  handicapped 
adults. 

In  the  area  of  work  with  the  adults  most  of  the  literature 
consists  of  a  description  of  programs,  and  these  are  often  both 
interesting  and  inspiring.   They  frequently  agree  on  the 
following?   Treatment  for  multiply  handicapped  blind  persons 
must  be  highly  individual.   A  mult i -disciplinary  approach  is 
quite  essential,  bringing  the  skills  of  a  team  to  bear  on  the 
problems  of  the  individual.   This  is  a  time  consuming  field, 
and  it  is  important  for  any  organization  undertaking  work  with 
the  multiply  handicapped  to  allow  ample  time  to  study  each 
person.   This  is  also  a  field  which  requires  inter-agency 
cooperation.   Not  only  is  a  team  necessary  but  quite  frequently 
a  team  of  agencies,  as  it  were,  gives  the  most  effective  service. 
However,  it  is  not  necessary  to  develop  totally  new  settings  in 
which  to  serve  the  multiply  handicapped  for  existing  programs 
in  schools  and  agencies  have  been  shown  to  be  able  to  do  a  great 
deal  for  these  individuals  if  willing  to  accept  them.   Most 
important  is  the  need  for  favorable  attitudes,  positive  and 
accepting  attitudes,  on  the  part  of  those  who  work  with  the 
multiply  handicapped.   If  necessary,  the  agency  which  undertakes 
this  must  make  deliberate  efforts  to  change  attitudes  of  those 
who  work  with  these  individuals. 

Although  these  articles  indicate  that  established  agencies 
and  programs  can  be  helpful,  none  of  us  wish  to  close  our  minds 
to  the  possibility  of  new  approaches.  The  Doman-Dolacato  neuro- 
logical approach  is  one  of  these,  and  one  would  merely  say  look 
with  an  open  mind  upon  any  new  approach,  but  evaluate  carefully 
and  do  not  remain  too  long  with  what  may  merely  be  a  fad. 

Other  trends  appearing  in  this  literature  include  an 
emphasis  on  the  importance  of  a  "whole  person"  approach.   It 
is  important  not  to  center  one's  attack  upon  one  small  aspect 
of  the  individual's  problem  or  growth.   On  the  other  hand;  we 
also  find  in  this  literature  a  strong  recognition  of  the 
importance  of  early  childhood  experience  —  a  recognition  of 
its  importance  but  not  a  devotion  to  it  as  the  only  important 
time.   As  Ashcroft  says  the  "teachable  moment"  has  more  duration 
or  potential  for  recapture  than  we  have  sometimes  thought, 
Ashcroft  (2)  emphasizes  the  importance  of  teaching  readiness, 
not  just  waiting  for  it  to  develop  --a  positive  outlook  which 
enables  us  to  create  movement  rather  than  just  hoping  it  will 
come.   Still  another  trend  in  the  literature  is  a  de -emphasis 
of  outside  motivation  and  increasing  belief  that  the  individual's 
own  self -actualization  will  become  a  source  of  motivation  from 
within. 


■v^i'ii1.-"*  • 


•-    r 


i 


0 .'".  • 


J.  ■..■   .!.  O  •._. 


. r;..;  :;  J.    '  ,; 


d.l.:  .r 


;;■•  f.j),rj':*.i. 

e-qO' #  fi .',  I; 


ruv '.''••:   '-x/J'c    0^ 

r  .•(•!      ■.   r     ■sd1'"  .'  :   J, : 


J:x.f 


::     v±C'r[":i:' 


1    O         :':'V 


•   •.■-.  ■-    ';■   ;?    .-■  ,    ,r-     "T9 


s.:: 


:■  '  JO  "• 


■r  ••  •  •     .;.  o; 


« 


k3 
Mary  K.  Bauman  -  Continued 

Another  trend  which  has  been  developed  chiefly  in  work 
with  children  could  certainly  apply  to  adults:  Diagnosis  and 
treatment  are  not  discrete,  each  contributes  to  the  other  and 
they  can  go  along  together.   An  excellent  article  by  W,  Scott 
Curtis  on  the  evaluation  of  multiply  handicapped  blind  children 
gives  outstanding  demonstration  of  this  principle.   "In  the 
case  of  the  multiply  handicapped  child,  the  general  level  of 
function  and  the  capability  demonstrated  are  frequently  so  low 
that  efforts  to  probe  in  depth  these  problem  areas  lead  to 
frustration  and  subsequent  uninterest  on  the  child !s  part; 
thus,  motivating  and  stimulating  him  become  extremely  difficult, 
if  not  impossible.   Instead,  the  examining  situation  should  be 
looked  on  as  previously  described  —  basically  as  if  the 
examination  procedure  were  an  initial  therapeutic  attempt.   In 
this  case  the  reward  of  appropriate  behavior  of  any  is  customary 
and,  in  particular,  a  reward  is  given  to  any  modification  of 
behavior  to  develop  the  capacity  to  change  and  to  build  upon 
motivations  to  encourage  change."  (10) 

Another  very  interesting  training  and  treatment  center  is 
that  described  at  the  Johnstowne  Training  and  Research  Center. 
Quite  a  point  is  made  of  the  fact  that  this  center  is  not  a 
separate  unit  but  is  part  of  the  whole  school,  for  the  multiply 
handicapped  child  is  first  of  all  a  child  and  his  needs  are 
unmet  needs,  not  necessarily  different  needs.   The  philosophy 
of  this  center  is  that  every  experience  should  be  therapeutic 
and  everyone  who  contacts  the  child  plays  a  part.   Instead  of 
using  traditional  schooling,  the  handling  of  the  child  in  this 
center  emphasized  security-promoting  experiences,  acceptance- 
promoting  activities,  fear-alleviating  experiences,  and  social 
interaction.   This  report  again  emphasizes  the  great  amount  of 
time  necessary  and  "months  of  unremitting  effort  we  required  to 
get  these  'roots'  of  self-care  to  take  hold  before  greater 
demands  could  be  placed  on  the  child  without  overwhelming  him. 
Each  activity  desired  from  the  child  had  to  be  broken  down  into 
its  many  component  parts.   Success,  as  was  to  be  expected,  was 
extremely  slow."  (5) 

Mattis  reports  on  an  experimental  approach  to  the  development 
of  concepts.   He  points  out  that  the  use  of  a  word  does  not 
necessarily  mean  an  understanding  of  the  concept  for  which  it 
stands,  and  here  we  have  a  great  need  to  apply  the  findings  to 
adults,  for  we  all  too  frequently  discuss  program  with  our  blind 
clients  without  being  at  all  sure  that  they  know  what  we  mean. 
Many  of  our  rehabilitation  failures  might  be  avoided  if  the 
client  meant  by  the  word  what  we  mean  by  the  word. 

Another  area  on  which  I  should  like  to  report,  although 
some  of  these  studies  are  fairly  old,  is  the  area  of  testing. 


•' 


^>:iLIi:-  ■ 


■  ■  !■  .-<- 

••■  '  0     ' 

X  -J.'- 

,o  or 

^o.i: 

,   0  ";'     I"' 

;  "  r-f' 


:iui 


:;.":  •"  ' 


•-      '"•'■       !;f. 


.--00,7 


U  ->■ 


rio     '  ooooo--    •    -.="■■::.;       ■•;£.' 

O  j     '00:100    '  O         ■:     ::•■    0>0 

0000000     -■To'j.ovi'   ; 

»/ui.  '    o;mo-.roo'  Oovo    ■';." 
0  \:ooi:    '•[!'.- of)   ;o.'"r  «■••''{    :-'•• 


D.L 


■  ;j'Oo  "':.:'vo.''''    ■')  Ci', " 
li.rooaor;    Ibito  :  ■}  hi-p 


bl.rjlo     0/0 


"T 


■ff«v  '  ft-  . 


r.  r 

■p']    ri-roc-ooo    o.;iv 
•         ,:    \oCq-""-    •"•it 


A  ''  .     . 


■  f  h  r. 


.1. 


-    r».-{-i 


Mary  K.  Bauman  -  Continued 

For  many  years,  we  thought  that  the  old  approaches  to  testing 
blind  people  which  includes  multiply  handicapped  blind  people 
were  too  verbal.   This  was  a  complaint  whether  or  not  the 
individual  was  multiply  handicapped,  but  it  becomes  a  still 
more  serious  complaint  with  those  who  are,  since  in  many  cases, 
the  verbal  skills  are  hampered  either  by  speech  defects,  brain 
damage  or  the  limited  opportunity  for  standard  schooling. 
Fortunately,  in  recent  years  some  new  performance  tests  have 
been  developed  which  at  least  assist  us  in  this  difficult  area 
of  evaluation.   I  am  referring  to  the  Haptic  Intelligence  Scale, 
the  Vocational  Industrial  Scale  for  the  Adult  Blind,  the  Tactual 
Reproduction  Pegboard,  and  the  Stanford  Kohs  Blocks.   All  of 
these  have  been  devised  under  grants  related  to  rehabilitation 
and  stop  abruptly  in  their  normative  groups  at  the  age  of 
sixteen.   This,  then,  is  one  area  in  which  the  children  have 
been  less  well  served  than  the  adults,  and  there  is  a  great  need 
for  performance  testing  materials  below  the  age  of  sixteen.   At 
the  pre -school  level  we  have  a  social  scale,  and  it  may  be  that 
the  best  approach  to  non-verbal  evaluation  for  those  between  six 
and  sixteen  will  prove  to  be  a  social  scale. 

Finally,  if  we  do  not  have  a  great  deal  of  research  for 
multiply  handicapped  blind  persons,  we  can  benefit  somewhat  from 
research  centered  in  the  handicaps  other  than  blindness.   The 
amount  of  this  is  quite  considerable,  and  I  certainly  cannot 
report  it  here,  but  I  do  wish  very  particularly  to  recommend  it 
to  those  who  are  concerned  itfith  blindness  plus  one  other  dis- 
ability. 

What  can  we  do  in  this  semi -vacuum  where  research  does  not 
yet  answer  all  our  needs?  We  can,  without  documenting  it, 
accept  the  fact  that  every  individual  is  different,  but  we  can 
also  recognize  that  he  has  far  more  in  common  with  all  human 
beings  than  he  has  differences,  and  if  we  look  upon  him  with 
the  sympathy,  understanding  and  positive  attitudes  that  we  look 
upon  any  other  human  being  with,  we  will  be  one  good  step  along 
the  way  toward  helping  the  multiply  handicapped  blind  person. 
I  cannot  too  much  emphasize  the  value  of  genuine  interest  and 
faith  in  human  potential. 
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B  -  SUMMARY  OP  WORKSHOP  GROUPS 
The  Institute  participants  were  randomly  divided  into  5 
small  workshop  groups.   The  following  points  or  topics  considered 
by  the  group  are  drawn  from  the  recorders'  summary  of  the 
sessions.   Many  of  these  items  were  discussed  in  more  than  one 
group  at  the  same  time. 

1.  The  rehabilitation  counselor  is  frequently  reluctant 
to  work  with  a  blind  client  who  has  other  major 
disabilities. 

2.  The  policies  of  many  agencies  require  counselors 

to  show  positive  results  i.e.  a  quota  of  successful 
rehabs. 

3.  The  counselor's  own  need  for  demonstrable  success  - 
to  preserve  his  image  of  himself  as  a  competent 
person  -  may  lead  him  to  reject  the  mult i -handicapped 
blind. 

i;.   The  attitude  of  the  mult i -handicapped  blind  individual 
toward  participation  in  the  rehabilitation  process „ 

5.  Emphasis  should  be  placed  on  starting  the  rehab- 
ilitation process  early  with  young  children. 

6.  Rehabilitation  counselors  must  become  more  involved 
in  providing  services  to  the  mult i -handicapped  blind. 

7.  There  needs  to  be  a  redefinition  of  rehabilitation 
goals  for  the  multi -handicapped  blind  with  a  modifi- 
cation of  the  present  emphasis  on  competitive  employ- 
ment. 

8.  There  is  need  for  school  administrators  to  become 
involved  in  providing  blind  children  with  mobility 
instruction  and  training  in  A.D.L. 

9.  What  facilities  and  resources  in  the  community  can 
we  call  upon  to  provide  the  necessary  services  for 
the  multi -handicapped  blind? 

10,  What  are  the  services  needed  for  this  population? 

11.  Where  do  we  get  the  experienced  personnel  needed  to 
work  in  this  area? 
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Summary  of  Workshop  Groups  -  Continued 

12.  What  method  of  evaluation  can  be  best  used  for 
diagnostic  purposes? 

13.  What  is  the  role  of  the  schools  in  preparing  these 
clients  for  rehabilitation  services? 

I2j.«   What  is  the  affect  of  the  counselors  attitude  to 
this  disability  on  the  rehabilitation  process? 

15.  What  special  counseling  techniques  must  be  used  in 
working  with  the  mult i -handicapped  blind? 

16.  What  kind  of  in-service  training  can  we  provide  the 
workers  dealing  with  the  mult i -handicapped  blind? 

17.  What  is  the  role  of  the  sheltered  workshop  in  this 
area? 

18.  What  is  the  role  of  the  public  agency  (V.R.S.)  in 
developing  the  services  for  the  mult i -handicapped 
blind?  The  private  agency? 

19.  What  is  the  effect  of  new  legislation  allowing  long 
term  evaluation  in  rehabilitating  the  mult i -handicapped 
blind? 

20.  What  are  the  University  training  programs  doing  to 
prepare  counselors  in  this  area? 

21.  How  can  V.R.S,  and  the  Board  of  Education  work  more 
closely  together? 

22.  What  is  the  effect  of  low-professional  salaries 
in  this  area  of  work? 

23 •   What  are  the  disciplines  needed  to  provide  adequate 
service? 

2k*        How  can  we  change  people's  attitudes  toward  this 
disability  group? 

25.  What  "aids"  are  available  in  working  with  the 
mult i -handicapped  blind? 

26.  What  is  the  effect  of  motivation  on  the  rehabilitation 
process? 

27.  How  can  we  improve  the  training  of  regular  teachers 
to  make  them  more  aware  of  the  needs  of  blind  child- 
ren? 

28.  In  what  way  can  we  involve  the  parents  into  taking 
more  interest  in  the  rehabilitation  process? 
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Summary  of  Workshop  Groups  -  Continued 

29.  How  can  we  improve  the  transportation  problem  of 
getting  these  clients  to  and  from  the  available 
resources? 

30.  Do  we  have  to  plan  for  a  larger  period  of  service 
for  the  mult i -handicapped  blind? 

31.  What  research  is  needed  in  understanding  the  problems 
of  the  multi -handicapped  blind?  Of  what  use  would 

a  research  "clearing  house"  be  in  this  area? 

32.  What  effect  would  lower  case  loads  play  in  working 
with  this  group? 

33»   Would  more  "Institutes"  in  this  area  be  beneficial? 

3k»        What  role  do  "half-way"  houses  play  in  this  area? 
Are  more  residential  facilities  needed? 

35.  Will  follow-up  of  cases  closed  be  of  any  assistance 
in  long  range  goals? 

36.  What  agencies  or  resources  can  be  utilized  between 
the  ages  of  3  to  li\.   for  the  multi -handicapped  blind? 

37.  How  can  we  make  more  use  of  volunteers  in  this  area? 

38.  How  effective  is  the  Syracuse  6  week  summer  orientation 
program  for  blind  students? 

39.  What  finances  are  available  to  develop  this  program 
and  its  services? 

i|0.    What  effect  do  the  "dependency  needs"  of.  the  multi- 
handicapped  blind  have  on  the  rehabilitation  process? 

Ij.1.   Are  the  problems  of  the  rural  areas  different  from 
the  problems"  of  an  urban  communi-ty  in  this  area? 
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C  -  INSTITUTE  SUMMARY 


The  final  session  of  the  Institute  consisted  of  a  general 
summary  by  Mr,  Henry  Williams.   His  observations  follow 

"My  task  this  morning  as  your  summarizer  is  a  formidable 
undertaking.   I  approach  it,  however,  infused  with  and 
reassured  by  the  zest  and  zeal  you  have  manifested  here 
this  past  week.   You  have  vigorously  faced  the  challenge 
posed  by  the  need  to  develop  effective  techniques  to 
successfully  rehabilitate  the  mult i -handicapped  blind 
and,  as  a  result  thereof,  begun  the  tedious,  of-himes 
tortuous,  program  dialogue  so  necessary  and  essential 
to  providing  a  contributory  life  for  these  individuals, 
No  one  would  argue,  least  of  all  myself,  that  the  dis- 
cussions this  week  have  provided  the  final  blueprint 
for  solutions  to  all  our  problems.   Certainly,  however, 
we  can  take  some  measure  of  comfort  in  the  realization 
that  our  objective,  vocational  rehabilitation  services 
for  all  the  eligible  blind,  is,  as  a  result  of  this 
meeting,  more  firmly  imprinted  on  our  timetable  of 
program  priorities. 

Last  night,  while  reviewing  the  recorders  notes  in  pre- 
paration of  my  summary  remarks,  I  was  touched  by  the 
striking  thread  of  content  similarity  that  prevailed  in 
the  various  discussion  groups.   Early  in  the  review,  it 
became  apparent  that  while  each  group  possessed  a  micro- 
cosm of  professional  representation  -  education,  social 
welfare,  counseling,  administration,  public  and  private 
rehabilitation  agencies  -  the  intra-group  composition  or 
mixture  merely  determined  the  breadth  of  specific  program- 
matic attention  rather  than  defining  particular  or  unique 
spheres  of  interest.   Paradoxically,  by  shifting  the  time 
periods  and  altering  the  sequence  of  a  group's  discussion, 
we  could  superimpose  each  group's  results  on  that  of  the 
others  and  derive  a  prototype  summary.   Such  mechanical 
simplicity,  while  enticing  to  any  summarizer  would  not, 
it  seems  to  me  at  least,  provide  a  meaningful  conclusion 
to  what  has  been  an  exciting  conference.   We  need  to 
briefly  explore  beyond  the  facade  of  ideas  and  "tickle" 
out  the  implications  of  your  concerns  as  embodied  in  those 
deliberations.   Let  us  then  proceed  to  dissect  the  con- 
ference and  hopefully  delineate  the  direction  our  future 
activities  should  take  if  we  are  to  obtain  the  goal  illumi- 
nated above. 

For  many,  consensus  of  ideas  represents  the  bedrock  on  which 
to  construct  the  masonry  of  accomplishments.   Our  sf forts 
this  week  have  lent  credence  to  such  suggestion.   Each 
discussion  group  -  though  along  different  avenues  of  appro a< 
has  identified  the  same  factors  as  necessary  ingredients  to 
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Institute  Summary  -  Continued 

attainment  of  our  lofty  objectives.   These  are  money,  new 
and  expanded  programs,  and  a  clearer  definition  of  responsi- 
bility.  While  on  the  surface,  these  may  appear  as  mutually 
exclusive  elements,  closer  consideration  indicates,  however, 
that  they  are  not  only  interrelated,  but  supportive  of  each 
other. 

Considerable  time  has  been  devoted  this  week  to  defining 
the  areas  of  responsibility  each  profession  should  assume. 
lAThile  avoiding  overt  self-criticism,  we  have  been  quite 
generous  and  vocal  in  applying  a  critical  brush  to  every 
other  program  as  a  rational  defense  for  the  difficulties 
faced  in  providing  services  to  the  mult i -handicapped  blind. 
The  public  and  private  agencies,  charged  with  responsibility 
for  vocational  rehabilitation  services,  though  often  dis- 
enchanted with  each  other,  collectively  direct  their  ire 
toward  the  educator  or  school  system.   In  maligning  the 
educator,  they  point  to  the  ineffective,  often  absent, 
vocational  training  provided.   The  emphasis,  they  contend, 
is  placed  upon  "book  learning"  while  fostering  dependence 
rather  than  vocational  independence.   The  educator  reacts 
by  pointing  to  the  lack  of  equipment  for  vocational  train- 
ing and,  more  importantly,  the  difficulties  attendant  upon 
working  with  children  in  the  absence  of  parental  cooperation 
and  understanding.   So  the  argument  goes  with  each  profess io 
shrouded  in  the  defensive  armament  of  rationalization. 

It  seems  to  me  that  this  verbal  charade,  while  it  may  be 
psychologically  essential  to  the  diminution  of  inter- 
professional hostility,  serves  no  useful  purpose  in  the 
total  scheme  of  our  activities.   Essentially,  we  have  a 
shared  responsibility.   One  which  cuts  across  all  professions 
and  program  lines  involving  our  most  important  "product", 
human  beings. 

Dr.  DiMichael  said  it  this  morning  when  he  spoke  eloquently  o 
the  need  to  establish  coordinated  linkages  of  responsibility,. 
In  an  earlier  paper  respecting  the  mentally  retarded,  he 
outlined  an  effective  plan  for  achieving  such  coordination. 
His  concept  of  shared  responsibility  involved  both  the  in- 
volved agency  and  consultative  personnel.   At  the  early 
stages  of  childhood,  the  educator,  he  noted,  should  assume 
primary  responsibility  for  the  client  with  others,  such  as 
vocational  rehabilitation  personnel,  serving  a  consultative 
role.   More  later,  he  noted,  these  roles  shift  with  the 
counselor  assuming  broader  and  eventual  total  responsibility; 
while  the  educator  may  assume  a  consultant  role  in  assisting 
such  personnel  to  adequately  deal  with  the  educational  or 
intellectual  aspects  of  the  total  disability. 
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We  in  the  Federal  government  speak  of  "creative  federalism" 
as  the  ultimate  technique  for  the  provision  of  services  to 
people.   Our  concept  embraces  and  expands  upon  that  enun- 
ciated by  Dr.  DiMichael.   We  see  shared  responsibility  as 
involving  the  total  professional,  govermental  and  lay 
community.   Proprietary  rights  and  considerations  can  only 
be  self-defeating  in  the  face  of  the  complex  problems 
posed  by  the  challenge  of  our  mission.   Working  together  is 
far  more  effective.   I,  for  one,  optimistically  look  to  the 
day  when  our  discussions  will  not  focus  on  who  is  responsible, 
but  how  to  further  enhance  the  shared  responsibility  that 
developes. 

We  have  discovered  this  week,  much  to  our  chagrin,  that 
programs  for  the  mult i -handicapped  blind  are  either  non- 
existent or  somewhat  inadequate.   Fortunately,  however, 
efforts  at  resolving  this  dilemma  are  currently  underway. 
Bold  and  innovative  programs  were  described  involving  the 
mentally  ill,  mentally  retarded  and  brain  injured  blind. 
Admittedly,  though,  these  are  merely  scratching  the  surface 
of  need.   More  and  greater  efforts  are  needed  if  we  hope 
to  close  the  "gap"  in  services  to  the  blind. 

In  your  discussions,  serious  consideration  has  been  given 
to  program  needs.   Unfortunately,  the  cost  of  providing 
all  you  have  suggested  staggers  the  imagination.   What  is 
the  solution,  we  might  ask?  I  think  there  are  two  possible 
answers. 

If  we  return,  briefly,  to  our  concept  of  shared  responsibil- 
ity, a  potential  approach  immediately  presents  itself.   We 
know  that  expanded  programs,  in  the  face  of  critical  personr  )1 
shortages,  would  be  futile.   In  addition,  many  facilities 
remain  under-utilized  with  idle  or  under -employed  staff. 
Why  not  combine  these  resources?  Is  it  unreasonable  for  the 
blind  to  draw  on  the  resources  and  skills  available  to  other 
disability  groups?   Let  us  consider  a  hypothetical,  or  even 
real  eituation. 

A  young  mult i -handicapped  blind  client  whose  secondary  dis- 
ability is  mental  retardation  applies  for  service.   If  we 
refer  him  to  the  local  agency  for  the  blind,  how  do  we  handle 
the  retardation?  One  way  would  be  to  expand  staff.   It  seems 
to  me  that  duplicate  staffs  are  not  the  answer,  but,  instead, 
by  drawing  on  the  expertise  through  consultation,  available 
at  facilities  primarily  serving  the  mentally  retarded,  we  csn 
broaden  our  staff  complement.   In  fact,  linkages  can  be 
established  to  community  resources  whereby  the  client  can 
receive  various  services  in  different  settings.   Doesn't 
this  make  more  sense  than  constructing  granite  edifices  to 
remain  overstaffed  and  possibly  under -utilized? 
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Institute  Siawapy  •  Contlmiid 

Many  negative  things  hava  "been  said  about  difficulties 
arising  out  of  integrated  programs,  unfortunately,  too 
often  correctly.  I  am  not  arguing  for  a  relinquishing  of 
current  practice,  out  merely  for  what  may  be  called 
"integration  through  coordination*"  Consider  the  reduction 
in  costs  that  could  obtain,  the  increased  utilization  of 
available  professional  skills,  and  the  more  adequate 
utilization  of  facilities  presently  available. 

Expanded  programs  are  certainly  needed,  but  before  we 
rush  to  expand  let's  look  at  the  total  community.   Pro- 
liferation of  inadequate  programs  more  often  results  when 
our  urgent  impulses  deny  proper  planning.   Within  this 
context,  I  might  note  that  the  new  legislation  providing 
extended  periods  of  evaluation  will  be  closely  monitored 
to  assure  that  it  is  not  merely  an  extension  of  past  programs 
but  represents  a  realistic  and  valid  approach  to  the  needs 
of  the  client. 

The  other  possible  answer  briefly  stated,  is  innovation. 
We  in  Rehabilitation  too  often  accept  the  classic  approach 
while  avoiding  the  challenge  of  change.   I  suggest  to  you 
that  even  out  of  failure,  one  can  achieve  progress.   I  was 
amazed  this  morning  by  the  comments  of  Mrs.  Bauman,  who 
noted  that  we  have  devoted  considerable  research  to  "head 
counting"  while  only  sparse  attention  to  new  horizons  of 
service.  Each  of  us  here  should  be  concerned  regarding 
the  seeming  limitation  of  basic  and  applied  research  for 
the  blind.   The  itch  of  concern  for  new  ideas,  it  would 
appear,  have  paled  in  the  face  of  professional  complacency. 
If  we  are  to  do  the  job,  we  need  to  "prick"  our  intellect 
and  be  creative,  imaginative,  innovative,  and  bold.  The 
horizons  yet  to  be  researched  are  broad.   Let's  get  on  with 
the  task  so  as  to  ensure  more  adequate  programs  for  the 
blind  . 

Let  me  say  just  a  few  words  regarding  money.   As  many  of 
you  know,  more  money  is  being  provided  for  the  program  of 
vocational  rehabilitation.  We  are  concerned  with  results, 
however,  and  anticipate  a  dollar's  worth  of  service  for  each 
one  spent.   Here,  more  than  anywhere  else,  "creative  federal- 
ism" is  needed.   Let's  pool  not  only  our  physical  and  pro- 
fessional resources,  but  link  our  financial  resources  go  as 
to  maximize  the  gains  to  the  mult i -handicapped  blind  client 
who  desperately  needs  our  help.   Time  will  not  permit  a 
further  elaboration,  but  you  would  agree,  I  think,  that 
more  can  be  done  with  what  we  have  now. 
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Institute  Summary  -  Continued 

I  said  at  the  outset  that  you  have  begun  the  dialogue 
needed  to  effect  change  and  sUccess  in  serving  the  multi- 
handicapped  blind.  Many  gaps  still  remain,  but  the  sweep 
of  your  deliberations  these  past  few  days  indicates  that 
the  achievement  of  program  excellence  is  not  only  possible 
but  obtainable.   We  need,  it  seems  to  me,  to  galvanize  all 
the  resources  of  the  rehabilitation  community,  directing  our 
full  energies  and  talents  toward  the  involvement  of  the 
multi -handicapped  blind  in  a  more  productive  life.  This 
is  oUr  mission;  this  should  and  must  be  our  goal. 

I  Would  feel  remiss  in  fulfilling  my  responsibilities  this 
morning  if  I  neglected  to  express  our  mutual  appreciation 
for  a  well  orchestrated  conference.  While  our  thanks  goes 
to  Hunter  College,  the  sponsor,  we  most  especially  are 
grateful  to  Dr.'s  Wayne  and  Vogelson  who  performed  the 
difficult  tasks  arranging  your  comfort  and  needs  as  well  as 
the  other  major  aspects  of  our  meetings.   They  were  most 
helpful  and  cooperative  through  every  aspect  of  planning 
and  execution. 

Let  me  also  express  appreciation  for  all  of  us  to  Mrs.  Mary 
K.  Bauman  and  Dr.  Sal  vat  ore  G.  Dillichael  who  took  time  from 
very  busy  schedules  to  be  with  us  this  morning  and  contribute 
so  generously  their  knowledge  and  thoughts.   Thanks  go  also 
to  all  of  the  faculty  and  discussion  leaders  without  whom 
we  could  not  have  functioned  so  well". 
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INSTITUTE  EVALUATION  BY  PARTICIPANTS 

Each  participant  was  given  an  Institute  Evaluation 

form  (see  Exhibit  E),  (p.  73).   This  evaluation  to  which 

the  participants  were  asked  not  to  sign  their  name,  was 

intended  to  give  the  sponsors  an  objective  evaluation  of 

the  Institute  generally,  and  to  see  how  well  the  objectives 

were  attained.   Thirty  four  of  the  participants  responded. 

Some  of  the  significant  findings  from  the  evaluation 

follows: 

In  response  to  the  question  "Do  you  feel  that 
the  Institute  has  helped  you?",  9  or  26.5%   responded 
"greatly",  2$   or  73.5%   responded  "moderately".   There 
were  no  negative  responses. 

The  group  was  questioned  on  future  Institutes  and  noted 
some  additions  they  would  like  to  see  on  the  program.   They 
include : 

1.  Ways  of  developing  relationships. 

2.  Use  of  tours  or  field  trips. 

3.  Involvement  by  more  disciplines. 

l±.      More  information  and  practical  application 
of  research, 

5.  Information  on  training  and  placement. 

6.  Greater  participation  by  educators  and  specialists. 

7.  More  information  in  specific  medical  areas 
(brain  damage,  emotionally  ill,  etc.), 

8.  What  jobs  can  these  clients  perform? 

10.  How  can  service  in  this  area  be  coordinated? 

11.  What  types  of  "homework"  are  available? 

12.  What  kind  of  vocational  evaluation  is  available? 

From  the  responses  to  questions  2  and  3  referring  to 
best  and  least  liked  sessions,  it  is  obvious  that  the  Thursday 
morning  session  describing  the  various  programs  in  effect  was 
the  high  spot  of  the  Institute.   The  two  other  presentations 
were  also  well  received  with  the  workshop  groups  close  behind. 
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Institute  Evaluation  by  Participants  -  Continued 
The  major  criticism,  surprisingly,  was  imposed  upon  the 
workshops.   The  majority  of  those  responding,  however,  were 
quite  favorably  impressed  in  all  areas. 

In  general,  the  group  gave  serious  consideration  to  the 
evaluation  and  the  indications  are  that  the  program  was 
extremely  helpful  and  valuable  to  them.   It  was  obvious  that 
the  group  was  more  concerned  with  actual  data  and  cold  facts. 
They  came  more  to  learn  than  to  give  of  themselves.   The 
comments  noted  for  future  Institutes  would  seem  to  indicate 
more  specific  and  detailed  discussion  on  the  practical 
on-the-job  implications. 


■ 

■   ■'    ■  •  •  ■   ■  .. 


55 

ACHIEVEMENTS  OF  THE  INSTITUTE 
It  is  the  feeling  of  the  editor,  that  the  three  day 
Institute  was  instructive  and  helpful  in  a  variety  of  ways. 
The  major  value  derived  from  an  Institute  of  this  kind  is  the 
opportunity  made  available  to  practitioners  working  in  the 
field  of  the  mult i -handicapped  blind  to  meet  with  other  members 
in  the  field  to  explore  problem  areas.   These  problems  have 
a  common  core.   In  an  Institute  such  as  this,  the  practitioners 
meet  to  pool  their  intellectual  resources  toward  the  deliberation 
of  their  mutual  problems.   All  of  this,  hopefully,  toward  the 
betterment  of  client  service. 

For  the  first  time  in  Region  II,  and  in  the  nation,  research 
and  demonstration  projects  dealing  with  the  rehabilitation  of  the 
mult i -handicapped  blind  were  described  and  discussed  with  the 
people  who  are  vitally  interested  in  the  results.   The  disse- 
mination of  such  data  to  interested  parties  is  vital  if  the 
rehabilitation  programs  are  to  benefit  from  the  expenditure  of 
such  funds. 

Recommendations  were  made  by  the  participants  for  future 
meetings  of  this  kind.   On  the  one  hand,  an  annual  Institute 
covering  the  total  content  on  which  the  present  Institute  focused 
would  be  helpful.   In  addition,  it  may  be  necessary  to  offer 
several  shorter  Institutes  concentrating  on  a  particular  phase 
of  the  problem.  These  shorter  meetings  should  also  take  place 
in  rural  and  urban  areas  specifically  for  local  participation. 
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Achievements  of  the  Institute  J  Continued 

More  specifically,  the  Institute  accomplished  the  following 
points: 

1.  Improved  the  understanding  of  research  and  demonstration 
findings  of  ongoing  and  past  projects  dealing  with 

the  rehabilitation  of  the  mult i -handicapped  blind. 

2.  Clarified  the  need  and  importance  of  defining  and 
delimiting  the  criteria  for  the  classification  of 
the  mult i -handicapped  blindi 

3.  Clarified  the  role  of  private  and  public  agencies 
serving  the  multi^-handicapped  blind  population, 

I|.a   Clarified  the  roles  of  various  disciplines  serving 
the  mult i -handicapped  blind  population  in  both 
private  and  public  rehabilitation  agencies. 

5.  Crystallized  the  areas  requiring  further  study  and 
the  need  for  additional  data  concerning  the  rehab- 
ilitation of  the  mult i -handicapped  blind. 

6.  Made  the  participants  more  aware  of  thoir  own  problems 
and  needs  in  serving  the  mult i -handicapped  blind. 

7.  Emphasized  the  need  for  the  professionals  to  upgrade 
their  own  attitude  toward  the  mult i -handicapped  blind. 

8.  Created  a  need  for  additional  Institute  demonstrations, 
publications,  and  to  continue  the  exploration  of  ways 
and  means  to  disseminate  data  and  ways  of  improving 
the  current  techniques  and  methods  of  serving  the 

mult i -handicapped  blind. 
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EXHIBIT  A  57 

INSTITUTE  PARTICIPANTS 


Clyde  Apgar 
Casework  Supervisor 
Office  for  the  Blind 
301  Muench  Street 
Harrisburg,  Pennsylvania 

Norman  Balot 

Rehabilitation  Supervisor 
Delaware  Commission  for  the  Blind 
305  West  8th  Street 
Wilmington,  Delaware 

Mary  K.  Bauman 
Personnel  Research  Center 
I6OI4.  Spruce  Street 
Philadelphia,  Pennsylvania 

Rita  Bebeleizer 
Rehabilitation  Counselor 
Vocational  Rehabilitation  Services 
U4.7-I8  Archer  Avenue 
Jamaica,  New  York 

Ralph  E.  Beistline 
Rehabilitation  Specialist 
Department  of  Public  Welfare. 
Office  for  the  Blind,  Room  108 
Health  and  Welfare  Building 
Harrisburg,  Pennsylvania 

Irving  Bender 
Co-Director 
Referrals,  Inc. 
If.  Great  Meadow  Lane 
Hanover,  New  Jersey 

Louis  Bettica,  Coordinator 

Ann  Macy  Service  for  Deaf  Blind  Persons 

Industrial  Home  for  the  Blind 

57  Willoughby  Street 

Brooklyn,  New  York 

William  Brennan,  Coordinator 
Guildcraft  Training  Center 
613  North  7th  Street 
Newark,  New  Jersey 

Daniel  J.  Caliendo 
Senior  Vocational  Counselor 
Commission  for  the  Blind 
1100  Raymond  Boulevard 
Newark,  New  Jersey 
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Institute  Participants  -  Continued 

Robert  M.  Cantor 

Executive  Director 

Occupational  Center  of  Union  County 

600  Fulton  Street 

Elizabeth,  New  Jersey 

Dr.  Thomas  E.  Caulfield,  Psychiatrist 
Boston's  Catholic  Guild  for  All  the  Blind 
770  Centre  Street 
Newton,  Massachusetts 

Professor  Isidor  Chein 
New  York  University 
New  York,  Hew  York 

Lewis  A.  Conte 

School  Psychologist 

New  York  State  School  for  the  Blind 

Batavia,  New  York 

Neale  R.  Curtin 

Executive  Director 

The  Working  Blind 

36th  Street  and  Lancaster  Avenue 

Philadelphia,  Pennsylvania 

Joanne  Malatesta  Davidoff,  Principal 
Upsal  Day  School  for  Blind  Children 
220  We st  Upsal  Street 
Philadelphia,  Pennsylvania 

William  Diehl 

Casework  Supervisor 

Commonwealth  of  Pennsylvania 

Office  for  the  Blind 

96  North  Pennsylvania  Avenue 

Wilkes-Barre,  Pennsylvania 

Dr.  Salvatore  DiitLehael 

Assistant  Regional  Commissioner 

Vocational  Rehabilitation  Administration 

U.  S.  Department  of  Health,  Education  and  Welfare 

I4.2  Broadway 

New  York,  New  York 

Mary  J.  Doane 

Supervising  Consultant 

Services  for  Blind  Children 

New  York  State  Commission  for  the  Blind 

and  Visually  Handicapped 

15  Park  Row 

New  York,  New  York 
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Institute  Participants  -  Continued 

Frances  T.  Dover 

Assistant  Administrative  Director 

The  Jewish  Guild  for  the  Blind 

1880  Broadway 

New  York,  New  York 

Evelyn  Duran 

38  Ft.  Washington  Avenue 

New  York,  New  York 

Milton  Feld 

Assistant  Director 

Vocational  Rehabilitation  Department 

The  Jewish  Guild  for  the  Blind 

1880  Broadway 

New  York,  New  York 

Sophy  L.  Forward 
Home  Teaching  Consultant 
Department  of  Public  Welfare 
Office  for  the  Blind 
Health  and  Welfare  Building 
7th  and  Forster  Streets 
Harrisburg,  Pennsylvania 

Oscar  Fridensohn,  Director 

New  York  State  Commission  for  The  Blind 

15  Park  Row 

New  York,  New  York 

William  F.  Gallagher,  Manager 
Rehabilitation  and  Vocational  Services 
New  York  Association  for  the  Blind 
111  East  59th  Street 
New  York,  New  York 

Lynn  Gervin 

Teacher 

Upsal  Day  School  for  Blind  Children 

220  West  Upsal  Street 

Philadelphia,  Pennsylvania 

M.  Veronica  Gilligan 
Upstate  Medical  Center 
750  East  Adams 
Syracuse,  New  York 

Dr.  Arthur  Gillman 

Jewish  Guild  for  the  Blind 

1880  Broadway 

New  York,  New  York 
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Institute  Participants  -  Continued 

Samuel  Gluck,  Director 
Vocational  Rehabilitation  Department 
The  Jewish  Guild  for  the  Blind 
1880  Broadway- 
New  York,  New  York 

Marcella  C.  Goldberg,  Director 

Welfare  Services 

Pittsburgh  Branch 

Pennsylvania  Association  for  the  Blind 

308  South  Craig  Street 

Pittsburgh,  Pennsylvania 

Let a  Cray 

Vocational  Evaluator 
Refer;;-  a  Is,  3"nc. 
I4.  Great  Meadow  Lane 
Hanover,  New  Jersey 

Seymour  Greenwald 

Senior  Rehabilitation  Counselor 

New  York  State  Department  of  Social  Welfare 

Commission  for  the  Blind  and  Visually  Handicapped 

LV?-l8  Archer  Aveiiue 

Jamaica,  New  York 

Sister  M.  Rose  Imelda,  C.S.J. 

Principal  and  Administrator 

St.  Joseph's  School  for  the  Multi-Handicapped  Blind 

Jersey  City,  New  Jersey 

Howard  T.  Jones 

Executive  Secretary 

Delaware  Commission  for  the  Blind 

305  West  8th  Stroet 

Wilmington,  Delaware 

George  A.  Katz 

Senior  Rehabilitation  Counselor 

New  York  State  Commission  for  the  Blind 

and  Visually  Handicapped 

15  Park  Row 

New  York,  New  York 

William  I.  Khin 

Ij.1  Goldsmith  Avenue 

Newark,  New  Jersey 

Hyman  Klein 

Senior  Vocational  Counselor 
Commission  for  the  Blind 
1100  Raymond  Botilevard 
Newark,  New  Jersey 
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Institute  Participants  -  Continued 

Morton  M.  Kleinman,  Director 

Vocational  Rehabilitation  Service 

New  York  State  Department  of  Social  Welfare 

Commission  for  the  Blind 

112  State  Street 

Albany,  New  York 

Joseph  Kohn 

Executive  Director 

New  Jersey  State  Commission  for  the  Blind 

1100  Raymond  Boulevard 

Newark,  New  Jersey 

Ralph  J.  Kurr 

Senior  Rehabilitation  Counselor 

Commission  for  the  Blind 

333  East  Washington  Street 

Syracuse,  New  York 

Muriel  G.  Korn,  Principal 
Logal  School 
17th  and  Lindley  Avenue 
Philadelphia,  Pennsylvania 

Joseph  F.  Luisi 

Rehabilitation  Counselor 

New  York  State  Commission  for  the  Blind 

15  Park  Row 

New  York,   New  York 

Kay  L.    Maloney 
Research  Assistant 
Research  &  Training  Center 
727  Goucher   Street 
Johnstown,    Pennsylvania 

George   Majors,   Assistant  Chief 
Division  of  Services   for   the   Blind 
Vocational   Rehabilitation  Administration 
Department  of  Health,   Education  and  Welfare 
Washington,   D.    C. 

Edmund  E.    McCann 
Director  of   Social  Service 
Albany  Association  of   the  Blind 
301  Washington  Avenue 
Albany,    New  York 

Peter  D.    McDermott 

St.    Vincent's  Hospital  and  Medical  Center 

153  West  11th  Street 

New  York,   New  York 
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Institute  Participants  -  Continued 

Rev.  Richard  M.  Mc Guinness,  Director 
Mt.  Carrael  Guild  Center  for  the  Blind 
79  Central  Avenue 
Newark,  New  Jersey- 
Edward  H.  McKelvey 
Casework  Supervisor 
Office  for  the  Blind,  Room  108 
IJ4.OO  W.  Spring  Garden  Street 
Philadelphia,  Pennsylvania 

Charles  S.  Napier 
Teacher,  Psychologist 
Royer-Groves  School 
118  South  Valley  Road 
Paoli,  Pennsylvania 

Richard  M.  O'Hara 
Casework  Supervisor 
Office  for  the  Blind 
Commonwealth  of  Pennsylvania 
102  State  Office  Building 
300  Liberty  Avenue 
Pittsburgh,  Pennsylvania 

Arthur  M,  Pauline 
Executive  Assistant 
State  University  Hospital 
750  East  Adams  Street 
Syracuse,  New  York 

Evelyn  C.  Prince 

Consultant  on  Community  Services 

New  York  State  Commission  for  the  Blind  and 

Visually  Handicapped 

15  Park  Row 

New  York,  New  York 

David  L.  Reese,  Jr. 
Rehabilitation  Counselor 
Delaware  Commission  for  the  Blind 
305  West  8th  Street 
Wilmington,  Delaware 

Ann  Ricketts 

Home  Visitor 

Upsal  Day  School  for  Blind  Children 

220  West  Upsal  Street 

Philadelphia,  Pennsylvania 
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Institute  Participants  -  Continued 

Bernice  Riley 

Social  Worker 

Mayview  State  Hospital 

Bridgeville,  Pennsylvania 

Catherine  J.  Roach 
lj.295  Webster  Avenue 
Bronx,  New  York 

Ferne  K.  Root,  Director 

Program  Development  Division 

American  Foundation  for  the  Blind,  Inc. 

15  West  16th  Street 

New  York,  New  York 

Milton  Rosenblum 

Executive  Director 

Lighthouse  of  Onandaga  County 

Syracuse  Association  of  Workers  for  the  Blind 

l\2S   James  Street 

Syracuse,  New  York 

Dennis  C.  Rydstrom 
3091  Edwin  Avenue 
Fort  Lee,  New  Jersey 

Frances  Savage,  Acting  Director 

Bureau  for  the  Education  of  the  Visually  Handicapped 

Board  of  Education 

City  of  New  York 

131  Livingston  Street 

Brooklyn,  New  York 

M.  Harris  Schaeffer,  Director 
Department  of  Psycho-Sensory  Habilitation 
Penhurst  State  School  and  Hospital 
Spring  City,  Pennsylvania 

Elizabeth  J.  Smith 

Senior  Counselor  -  Vocational  Rehabilitation  Service 

New  York  State  Commission  for  the  Blind  and  Visually 

Handicapped 

General  William  J.  Donovan  State  Office  Building,  Room  l^C 

125  Main  Street 

Buffalo,  New  York 

William  G.  Steiner 
Rehabilitation  Counselor  II 
Pennsylvania  Rehabilitation  Center 
727  Goucher  Street 
Johnstown,  Pennsylvania 
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Jesse  Stornelli 

Senior  Rehabilitation  Counselor 

New  York  State  Commission  for  the  Blind 

15  Park  Row 

New  York,  New  York 

Isabel  M.  Straker 

Rehabilitation  Counselor 

Vocational  Rehabilitation  Service 

New  York  State  Commission  for  the  Blind 

15  Park  Row 

New  York,  New  York 

Dr.  Myrtle  L.  Vogelson 
Rehabilitation  Counseling  Program 
Hunter  College 
695  Park  Avenue 
New  York,  New  York 

Robert  C.  Ward 

Casework  Supervisor 

Pennsylvania  Office  for  the  Blind 

10th  and  State  Streets 

Erie,  Pennsylvania 

Henry  Williams 

Assistant  Regional  Representative 

Vocational  Rehabilitation  Administration 

Department  of  Health,  Education  and  Welfare 

I4.2  Broadway 

New  York,  New  York 

Dr.  Marvin  R.  iiayne,  Assistant  Professor 
Coordinator,  Rehabilitation  Counseling  Program 
Hunter  College 
695  Park  Avenue 
New  York,  New  York 

Anne  W.  Weiss 
3111  Broadway 
New  York,  New  York 

Michael  Werner 

Rehabilitation  Counselor 

Vocational  Rehabilitation  Services 

15  Park  Row 

New  York,  New  York 

Dorothy  A.  Yoerg 

Rehabilitation  Counselor 

New  York  State  Department  of  Social  Welfare 

15  Park  Row 

New  York,  New  York 
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Richard  J.  Zelnosky 
Casework  Supervisor 
Commonwealth  of  Pennsylvania 
Department  of  Public  Welfare 
Office  for  the  Blind 
5000  6th  Avenue 
Altoona,  Pennsylvania 
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EXHIBIT  B  66 

PROGRAM 

TUESDAY,    MAY  16,    1967 

5:00  -  6:00  P.    M.        REGISTRATION 

6:00  -  6:30  P.    M.        OPEN  BAR 

6:30   -   9:00   P.    M.        DINNER  AND  KEYNOTE  ADDRESS 

CHAIRMAN:      PROF.    MARVIN  R.    WAYNE,    COORDINATOR 
REHABILITATION   COUNSELING  PROGRAM 
HUNTER   COLIEGE 

ANNOUNCEMENTS 
WELCOME 

KEYNOTE  ADDRESS;      PROP.    ISIDOR  CHEIN 

DEPARTMENT  OP   PSYCHOLOGY 
NEW  YORK  UNIVERSITY 

WEDNESDAY,    MY  17,    1967 

mmmmmmmmmmmmm  .     mmmmmmmmmmwmmm  ■■     mm  i  mm 

8:30   -   9:00  A.    M.        LATE  REGISTRATION 

9:00  -   9:15  A.    M.        ANNOUNCEMENTS 

9:15  -  12:00   P.    M.      PSYCHOLOGICAL,    VOCATIONAL  AND  EDUCATIONAL 

ASPECTS   IN   THE  REHABILITATION   OF   THE 

MULTI -HANDICAPPED  BLIND 

CHAIRMAN;      OSCAR  PRIEDENSOHN,    DIRECTOR 

NEW  YORK  STATE  COMMISSION  FOR  THE  BLIND 

PRESENTERS:      1.         PSYCHO-SOCIAL  ASPECTS 

DR.    ARTHUR  GILLMAN,    CONSULTANT 
JEWISH   GUILD  FOR   THE  BLIND 

2.  VOCATIONAL  AND  TRAINING  ASPECTS 
GEORGE   MAJORS,    ASSISTANT  CHIEF 
DIVISION   OF  SERVICES  FOR  THE  BLIND 
VOCATIONAL  REHABILITATION  ADMINISTRATION 

3.  EDUCATIONAL  ASPECTS 
FERNE  K.    ROOT,    DIRECTOR 
PROGRAM  DEVELOPMENT 

AMERICAN  FOUNDATION  FOR  THE  BLIND 

10:15  -  10:Ij.5  A.    M.      COFFEE  BREAK 
12:00-1:30      P.    M.      BUFFET  LUNCH 

SPEAKER:      OSCAR  PRIEDENSOHN 

1:30  -  k'kB  P.    M.   WORKSHOPS  A,   B,    C,   D,   E. 
(15  MINUTE  COFFEE  BREAK  -   OPTIONAL) 


♦ 


67 
Program  -  Continued 

THURSDAY,  MAY  l6t  1967 

9:00  -  9:15  A.  M.   ANNOUNCEMENTS 

9:15  -  12:00  P.  M.   CURRENT  PROGRAMS  WITH  THE  MULTI- 
HANDICAPPED  BLIND 

CHAIRMAN:  HOWARD  E,  JONES,  EXECUTIVE  SECRETARY 
DELAWARE  COMMISSION  FOR  THE  BLIND 

PRESENTERS:   1.    INDUSTRIAL  HOME  FOR  THE  BLIND 

LbuTS  BEM  Ma 

2.  PENHURST  STATE  SCHOOL 
MOKtW  "SchA'EFFEr" 

3.  ST.    PAUL'S  REHABILITATION  CENTER 

dr.  ttotts  "CAtrtfifitfi 

k.        JEWISH  GUILD  FOR  THE  BLIND 

I^RANCl&'EdVfiR" 

10:15  -   10:ij5  A.    M.      COFFEE  BREAK 
12:00  -  1:30  P.   M.        BUFFET  LUNCH 

SPEAKER:      HOWARD  JONES 

1:30  -  k:k5  P.   M.    WORKSHOPS  A,   B,   C,    D,   E. 
(COFFEE  BREAK  -   OPTIONAL) 

FRIDAY,    MAY  19,    1967 

9:00  -  10:30  A.   M. 

CHAIRMAN;      HENRY  WILLIAMS,   ASSISTANT  REGIONAL  REPRESENTATIVE 
VOCATIONAL  REHABILITATION  ADMINISTRATION 

SPEAKER;      MARY  K.    BAUMAN 

"RESEARCH   IN  THE  AREA   OF  THE  MULTI -HANDICAPPED 
BLIND" 

10:30   -   10:ij.5  A.    M.      COFFEE  BREAK 
10 ihS  -  12:00  NOON 

SPEAKER;        DR.    SALVATORE  DI   MICHAEL,    ASST.   REGIONAL  COMMISSIONER 
VOCATIONAL  REHABILITATION  ADMINISTRATION 

'FUTURE  NEEDS  OF  THE  MULTI -HANDICAPPED  BLIND" 

GENERAL  SUMMARY:        HENRY  WILLIAMS 

CONCLUSION   OF  INSTITUTE;        PROF.   WAYNE 
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EXHIBIT  C 
GROUP  SESSIONS 


Workshop  A  -  Dr.  Myrtle  Vogelson 
Recorder:   Catherine  Roach 

1.  Rita  Bebelizer 

2.  Irving  Bender 

3.  William  Brennan 
ij..  Mary  J.  Doane 

5.  Milton  Feld 

6.  Oscar  Friedensohn 

7.  Edward  McCann 

8.  Richard  O'Hara 

9.  Bernice  Riley 

10.        William  G.    Steiner 

Workshop  B  -   Leader:      Saul   Freedman 
Recorder:      Evelyn  Duran 

1.  Clyde  Apgar 

2.  Robert  M.  Cantor 

3 .  Joanne  Davidof f 
i^c  Sophy  Forward 

5.  William  F.  Gallagher 

6.  Sister  Imelda 

7.  George  Katz 

8.  Charles  Napier 

9.  Milton  Rosenblum 
10.  Elizabeth  Smith 

Workshop  C  -  Leader  Dr.  Martin  McCavitt 
Recorder:  William  Khin 

1.  Norman  Balot 

2.  Lewis  Conti 

3.  William  Diehl 
i|.  Leta  Gray 

£.  Morton  M.  Kleinman 

6.  Evelyn  Prince 

7.  Ann  Ricketts 

8.  Frances  Savage 

9.  Dorothy  Yoerg 
10.  Richard  Zelnosky 
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Group   Sessions   -   Continued 


Workshop  D  -   Leaders:      Dr.    Sol  Warren  and   Irving  Wayler 
Recorder:   "  Peter  McDermott 

1.  Ralph  Beistline 

2.  Daniel  Caliendo 

3.  M.   Veronica  Gilligan 
5..  Seymour  Greenwala 

5.  Howard  T.  Jones 

6.  Ralph  Kurr 

7.  Kay  L.  Maloney 

8.  Arthur  M.  Pauline 

9.  David  Reese,  Jr. 

10.  Robert  C.  Ward 

11.  Henry  Williams 

Workshop  E  -  Leader:   Dr.  Max  Dubrow 
Recorder:   Dennis  Rydstrom 

1.  Neale  Curtin 

2.  Lynn  Gervin 

3.  Samuel  Gluck 

[j..  Marcella  Goldberg 

5.  Hyman  Klein 

6.  Muriel  Korn 

7.  Joseph  Luisi 

8.  Rev.  Richard  McGuiness 

9.  Edward  McKelvey 

10.  Isabel  Straker 

11.  Jesse  Storneli 

12.  Michael  Werner 
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EXHIBIT  D  70 

INSTITUTE  FACULTY 

Mary  K.  Bauman 
Personnel  Research  Center 
l60i+  Spruce  Street 
Philadelphia,  Pennsylvania 

Louis  Bettica,  Coordinator 

Ann  Macy  Service  for  Deaf  Blind  Persons 

Industrial  Home  for  the  Blind 

57  Willoughby  Street 

Brooklyn,  New  York 

Dr.  Thomas  E.  Caulfield,  Psychiatrist 
Boston's  Catholic  Guild  for  All  the  Blind 
770  Centre  Street 
Newton,  Massachusetts 

Professor  Isidor  Chein 
New  York  University 
New  York,  New  York 

Dr.  Salvatore  Di Michael 

Assistant  Regional  Commissioner 

Vocation  Rehabilitation  Administration 

U.  S.  Department  of  Health,  Education  and  Welfare 

l\Z   Broadway 

New  York,  New  York 

Frances  T.  Dover 

Assistant  Administrative  Director 

The  Jewish  Guild  for  the  Blind 

1880  Broadway 

New  York,  New  York 

Dr.  Max  Dubrow 
AHRC  Workshop 
380  Second  Avenue 
New  York,  New  York 

Saul  Freedman,  Coordinator 

Rehabilitation  Services 

New  York  Association  for  the  Blind 

111  East  59th  Street 

New  York,  New  York 

Oscar  Fridensohn,  Director 

New  York  State  Commission  for  The  Blind 

15  Park  Row 

New  York,  New  York 

Dr.  Arthur  Gillman 

Jewish  Guild  for  the  Blind 

1880  Broadway 

New  York,  New  York 
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Howard  T.  Jones 

Executive  Secretary 

Delaware  Commission  for  the  Blind 

305  West  8th  Street 

Wilmington,  Delaware 

Joseph  Kohn 

Executive  Director 

New  Jersey  State  Commission  for  the  Blind 

1100  Raymond  Boulevard 

Newark,  New  Jersey 

George  Majors,  Assistant  Chief 
Division  of  Services  for  the  Blind 
Vocational  Rehabilitation  Administration 
Department  of  Health,  Education  and  Welfare 
Washington,  D.  C. 

Dr.  Martin  McCavitt 

United  Cerebral  Palsy  of  New  York  City,  Inc  . 

II4.I  East  14.0th  Street 

New  York,  New  York 

Perne  K.  Root,  Director 

Program  Development  Division 

American  Foundation  for  the  Blind,  Inc  . 

15  West  16th  Street 

New  York,  New  York 

M.  Harris  Schaeffer,  Director 
Department  of  Psycho-Sensory  Habilitation 
Penhurst  State  School  and  Hospital 
Spring  City,  Pennsylvania 

Dr.  Mvrtle  L.  Vogelson 
Rehabilitation  Counseling  Program 
Hunter  College 
New  York,  New  York 

Dr.  Sol  Warren,  Associatte  Rehabilitation  Counselor 
New  York  State  Education  Department 
Division  of  Vocational  Rehabilitation 
22$   Park  Avenue  South 
New  York,  New  York 

Irving  Wayler,  Senior  Rehabilitation  Counselor 
ITaw'Yt.-k  S->fce  Education  Department 
Division  of  Vocational  Rehabilitation 
225  Pa-k  Avenue  South 
New  York,  New  York 
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Dr.  Marvin  R.  Wayne,  Coordinator 
Rehabilitation  Counseling  Program 
Project  Director 
Hunter  College 
New  York,  New  York 

Henry  Williams 

Assistant  Regional  Representative 

Vocational  Rehabilitation  Administration 

Department  of  Health,  Education  and  Welfare 

lj.2  Broadway 

New  York,    New  York 
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EXHIBIT  E  73 

INSTITUTE  EVALUATION 

1.  Days  in  attendance    (Circle  days  attended) 

Tuesday       Wednesday      Thursday      Friday 

2.  Sessions  liked  best    (Please  check) 

Tuesday  -  Keynote  Address  _____ 

Wednesday  -  A.  M«  Presentation  

P.  M.  Workshop  


Thursday  -  A.    M.    Presentation 
P.    M.   Workshop 

Friday  -  A.  M.  Research  Session 
Summary  and  Overall 

Please  state  why  you  liked  these  sessions* 


3.   Sessions  liked  least    (Please  check) 

Tuesday  -  Keynote  Address 

Wednesday  -  A.  M.  Presentation 
P.  M.  Workshop 

Thursday  -  A.  M.  Presentation 
P.  M.  Workshop 

Friday  -  A.  M.  Research  Session 
Summary  and  Overall 

Please  state  why  you  did  not  like  these  sessions] 


Lj..   What  additional  areas  would  you  like  to  see  at  future 
Institutes? 


♦ 


♦ 
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Institute  Evaluation  -  Continued 

5.  Would  you  like  to  see  this  type  of  Institute  offered 
each  year?    (Please  circle) 

Yes  No  No  preference 

6.  Do  you  feel  that  the  Institute  has  helped  you? 

Greatly         Moderately    Wot  at  all 

7.  How  could  the  Institute  have  been  improved?   Please 
comment! 


8.   General  Comments 


Signature  (Optional ) 


10/8/2010 
FT  211454    5  95  00 
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